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INCREASING CONFIDENCE and experience with pump 
oxygenators in the surgical correction of congenital 
cardiac malformations has resulted in the adaptation 
of these techniques to acquired lesions of the heart. 
The advantage of cardiac operations under direct 
vision has been reflected, firstly, in the increased 
variety of lesions now surgically correctible, such 
as regurgitation of the mitral and aortic valves, and, 
secondly, in the increased accuracy of repair in 
lesions previously operated upon by the closed or 
blind techniques, as exemplified by stenosis of the 
mitral and aortic valves. 

This presentation is based on 24 patients with 
rheumatic mitral valve disease in whom surgical 
correction by open heart technique was under- 
taken. 


CLINICAL ASPECTS 


One might ask the incidence of rheumatic mitral 
regurgitation or mitral stenosis as opposed to com- 
bined stenosis and regurgitation in the same valve. 
In answer, Paul Wood! has shown that in a series 
of 300 patients with rheumatic valvulitis, mitral 
regurgitation was the major lesion in 34%, half 
of whom had hemodynamic pure mitra] regurgita- 
tion, while the remaining 17% had a degree of 
stenosis associated with the dominant regurgitation. 

Glover and Davila? in a series of 730 patients with 
chronic rheumatic heart disease noted 16% with 
pure mitral regurgitation, 18% with mitral stenosis 
and 55% with combined regurgitation and stenosis. 

In our series of 24 cases of rheumatic valvulitis 
treated by open operation, there were, at surgery, 
six patients with pure mitral regurgitation, one 
patient with mitral regurgitation associated with 
aortic regurgitation, 13 patients with mitral stenosis 
and regurgitation, one patient with mitral stenosis 








*From the Department of Surgery, University of British 
Columbia. 
Presented at the Joint B.M.A.-C.M.A. Meeting, Edinburgh, 
July 1959. 
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and mitral regurgitation plus aortic regurgitation, 
and three with mitral stenosis as the only lesion. 
Before operation all 24 patients had moderate to 
severe functional disability and were classified as 
either stage 3 or 4 according to the New York 
Heart Association Functional Classification of Heart 
Disease. In other words, these patients had dis- 
comfort with less than ordinary physical activity, 
or were unable to perform any physical activity 
without discomfort. However, in all but one case, 
it was possible by intense medical therapy to restore 
them to a dry or basic weight before operation. 


TABLE I. 


- Patients 


6 (1/4 of series) 


Lesion 


Mitral regurgitation............. 
Mitral regurgitation and aortic 
regurgitation................ 
Mitral regurgitation and mitral 
ee pci ae eak ead s 13 (approx. 1/2 of series) 
Mitral regurgitation, mitfal stenosis 
and aortic regurgitation....... 
Mitral stenosis. ................ 


1 (1/24 of series) 


1 (1/24 of series) 
3 (1/8 of series) 


Since clinical methods of selecting patients for 
mitral valve surgery can often be misleading, all 
patients with combined stenosis and regurgitation 
were subjected to a left atria] puncture, performed 
by the trans-bronchial route (Fig. 1). In this way, 
pressures and contour tracings were obtained within 
the left atrium, and using the rate of “Y” descent of 
the “V” wave expressed as a logarithmic derivative 
(Ry/v), information was obtained regarding the 
significance of the stenosis and regurgitation en- 
countered in each valve.* The importance of deter- 
mining the degree of regurgitation lies in the fact 
that significant regurgitation associated with mitral 
stenosis is best treated by open heart surgery, 
whereas uncomplicated mitral stenosis is still treated 
advantageously by blind or closed mitral valvotomy. 


PATHOLOGICAL FINDINGS 


There were three cases of pure mitral regurgita- 
tion resulting from an absolute loss of tissue owing 
to destruction and deformity of the mural leaflet 
and chordz tendinez (one case associated with 
aortic regurgitation). There was also mitral re- 
gurgitation from a relative loss of valve substance 
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Fig. 1.—Technique of transbronchial left atrial puncture 
using Morrow needle. 


due to dilatation of the annulus fibrosis in the 
presence of normal leaflets (three cases ). 

In none of these six cases was there demonstrable 
valvular calcification. A seventh case of mitral re- 
gurgitation resulted from a large posterior tear in 
the septal leaflet during a previous blind valvotomy 
for correction of mitral stenosis. 


In four of the 13 patients who had combined 
stenosis and regurgitation, the lesser regurgitant 
factor was due to inability of the irregular calcified 
mitral leaflets to occlude the valve orifice during 
ventricular systole. The result was a ribbon-like 
regurgitant jet along the valve orifice, but particu- 
larly in the central portion. In two cases of this 
type, correction of the stenosis increased the 
mobility of the leaflets and obliterated the re- 
gurgitation. 

In five of the 13 patients who had combined 
lesions of the mitral valve, there was fusion and 
calcification of the anterior commissure, while 
posteriorly there was an absolute loss of leaflet 
tissue, presenting the typical “fish-mouth” deformity. 
The predominant lesion in these cases was re- 
gurgitation. 

The remaining four patients had an anterior and 
posterior calcified fusion bridge producing pre- 
dominant mitral stenosis, while regurgitation oc-, 
curred through the fixed mitral orifice secondary 


to almost complete immobility of the fibrosed 
leaflets. 
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SURGICAL PROCEDURES 


The advent of open heart surgery has made 
possible definitive therapy in the treatment of pure 
mitral regurgitation or in cases of hemodynamically 
significant regurgitation combined with mitral 
stenosis. 


At operation, the patient is placed in the left 
lateral position and a right thoracotomy is per- 
formed through the bed of the fourth rib which 
gives excellent exposure of the enlarged left atrium 
(Fig. 2). Once the venz cavze and femoral artery 








Fig. 2.—Exposure of left atrium from right thoracotomy. 
(1) Superior vena cava. (2) Right atrium. (3) Left atrium 
showing line of incision. 


are cannulated and the patient is on the pump 
oxygenator, the left atrium is opened and the mitral 
valve assessed under direct vision. If there is only 
mitral regurgitation due to annular dilatation (three 
cases), it is corrected by suture annuloplasty at 
the point of maximal regurgitation.‘ If, however, 
there is regurgitation from significant loss of valve 
substance owing to leaflet deformity (three cases), 
a synthetic leaflet of Ivalon*® sponge is sutured 
into position (Fig. 3). 





Fig. 3.—Ivalon sponge pledgets used to restore deformed 
mural leaflet of mitral valve. 





*Obtained from Clay-Adams, Inc. 
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In patients with mitral regurgitation and stenosis 
an annuloplasty is performed (seven cases) in one 
or both commissures, and the stenotic factor is 
corrected at the same time. In other cases of 
combined regurgitation and stenosis (six cases), 
correction of the latter factor automatically corrects 
the regurgitation. 

Pressures are always recorded in the left atrium 
before and after repair of the mitral valve. 


RESULTS 


Surgical procedures have been most effective, 
when one considers that many of the patients had 
far advanced valvular disease with severe physical 
limitations, There were 18 female and six male 
patients, ranging from 16 to 55 years. The period of 
follow-up is five to 24 months. 

The immediate (one week) operative mortality 
of four patients occurred early in the series. In two 
cases, it was the result of errors and complications 
in surgical technique, while two other deaths were 
due to errors in total body perfusion with the pump 
oxygenator. 

There were five late deaths. Two deaths at nine 
and 11 months postoperatively were due to reacti- 
vation of acute rheumatic carditis with intractable 
failure. These female patients, 16 and 21 years of 
age, after an initial postoperative improvement, 
exhibited gradual] decline in spite of steroid and 
other supportive therapy. One female patient of 
38 years, although failure-free at surgery, developed 
intractable right and left heart failure postopera- 
tively and died one month later, A male of 42 years, 
with functional stage IV mitral stenosis and regurgi- 
tation, died five months postoperatively with micro- 
scopic patches of fibrous tissue replacement of 
myocardium and _ interstitial fibrosis suggesting 
multiple small infarctions. A fifth late death oc- 
curred at nine months in a 40-year-old woman who 
had predominant mitral stenosis. Progress had been 
satisfactory until a few weeks before death when 
she developed severe left heart failure. Permission 
for post-mortem examination was not obtained in 
this patient. 

In the 24 months since the first patient was 
operated upon, the results have been most en- 
-couraging; moreover, the initial improvement in 
the 15 surviving patients has been sustained at a 
level of functional stage I or II. The most dramatic 
result has been in a 40-year-old man who had 
combined mitral regurgitation and stenosis and who 
had been totally bedridden before operation. 
Eighteen months after operation, he is working as a 
commercial chemist and is a mountain climber in 
his spare time. Another good result was in a func- 
tional stage III, 32-year-old woman with pure mitral 
regurgitation who, 11 months after operation, bore 
without incident a full-term baby. Now 18 months 
postoperatively she is a functicnal stage I patient. 
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MITRAL STENOSIS 


The symptomatic patient with uncomplicated 
stenosis will, as a rule, be greatly benefited by the 
closed or blind valvotomy as described by Sir 
Russell Brock in Britain, or Bailey and Harkin in 
the United States. 

However, in our’ limited experience, and that 
from other centres, it is becoming increasingly clear 
that patients with factors complicating mitral 
stenosis are better treated by direct-vision open 
heart surgery. The complications are re-stenosis, 
the addition of mitra] regurgitation, multi-valvular 
disease, embolism, advanced functional disability 
and congenital mitral stenosis. In centres where 
open heart surgical techniques are well developed, 
adoption of this practice, in the last few years, 
has resulted in improved survival rate and greater 
symptomatic improvement when compared with 
the results of closed operation in complicated cases 
of mitral stenosis.* 


DIscussIoN 


Analysis of deaths in this series has led us to 
a medical and surgical re-appraisal of the treat- 
ment of acquired mitral valve disease. 

The four immediate operative deaths arose from 
errors in surgical, or a combination of surgical 
and perfusion techriques. The initial two operative 
deaths resulted from unsuspected aortic regurgita- 
tion. Neither patient had preoperative aortic regur- 
gitation that could be detected by clinical or pres- 
sure study examinations, yet at operation almost the 
entire arterial perfusion from the pump oxygenator 
entered the left atrium by the regurgitant aortic 
and mitral valves. This blood was removed from the 
left atrium by suction to the pump oxygenator, 
leaving but little for general perfusion. The ex- 
tremely poor tissue perfusion in the two cases re- 
sulted in death from irreversible acidosis eight and 
12 hours postoperatively. To avoid this error, a tape 
is placed about the ascending aorta in all cases 
of open heart mitra] valve surgery, and if aortic 
regurgitation is over one-third of the calculated 
perfusion volume, the aortic tape is tightened one 
minute in every two, and if necessary the perfusion 
rate is increased from 50 to 60 or 70 ml./kg. body 
weight/minute. Employment of periodic occlusion 
has eliminated acidotic deaths from aortic regurgi- 
tation. 

Two operative deaths resulted from the effects of 
cerebral air embolism. One of the complications of 
direct vision surgery of the left heart is air em- 
bolism, particularly when mitral stenosis is the 
predominant lesion, and the valve is relatively com- 
petent. Continued cardiac action, with the mitral 
valve exposed, sucks air into the left ventricle from 
which it is ejected into the systemic circulation. 
To obviate the air problem, once the mitral valve is 
exposed, a “corkscrew” metal obturator is placed 
through the orifice to ensure regurgitation.’ In 
predominant mitral regurgitation this is not usu- 





192 BATES AND OTHERS: PULMONARY FUNCTION TESTS 







ally necessary. Secondly, when the valve is exposed, 
an examining finger through the orifice can carry 
air into the left ventricle to be trapped under the 
leaflet and eventually ejected. To avoid this com- 
plication, digita] examination is never performed 
unless the left atrium is half-filled with blood. 

Late deaths after mitral valve surgery have been 
attributed to myocardial disease, both proved and 
conjectured, Moreover, reactivation of acute rheu- 
matic carditis after operation is commoner in young 
patients, as exemplified by the two late deaths in 16- 
and 21-year-old girls. To obviate this possibility, our 
cardiologists plan postoperative steroid therapy for 
all patients under 30 years of age and for older 
patients in whom a myocarditic factor is suspected 
of potentiating the effects of rheumatic valvulitis. 
Assessment of the myocardial factor in patients in 
the late 30’s and 40's has proved difficult. Indeed, 
in three late deaths (38, 40 and 42 years of age) 
myocarditis was not suspected preoperatively, yet 
in spite of surgical correction of the mechanical 
factors of mitral valve disease these patients did 
not improve postoperatively and died in intractable 
failure one to nine months later. 

It is still too early to know the long-term results 
of open heart surgery in mitra] valve disease, par- 
ticularly where regurgitation is predominant. How- 
ever, the results to date have been promising, and 
with elimination of technical problems and control 
of the incompletely understood myocardial] factor, 
open heart surgical correction of this lesion should 
have an unlimited future. 
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RESUME 


L’avantage que présentent les interventions a cceur 
ouvert, se manifeste dans l’augmentation de la variété des 
lésions qui se prétent maintenant a la chirurgie, et la plus 
grande précision dans la pratique de ces interventions 
correctives, L’auteur présente une série de 24 malades, 
atteints de maladie rhumatismale de la valve mitrale, et 
qui ont été opérés d’aprés la technique du cceur ouvert. 
Six @entre eux présentaient une régurgitation par in- 
suffisance mitrale pure, 13 une sténose mitrale avec ré- 
gurgitation, un souffrait d’insuffisance aortique en plus de 
sténose et de régurgitation mitraie, un autre souffrait 
d’insuffisances mitrale et aortique, et enfin trois ne pré- 
sentaient que de la sténose. Tous ces malades furent soumis 
a la ponction de Yoreillette gauche pratiquée par voies 
transbronchiques. Dans les six cas d’insuffisance pure 
causées par la destruction des tissus, on n’observa aucune 
calcification, dans les cas ot il y avait sténose et insuffisance 
combinées, ce dernier défaut était causé par la calcification 
irréguliére des feuillets de la valve mitrale, ’empéchant 
de se fermer pendant la systole ventriculaire. Une bréve 
description de la technique opératoire est contenue dans le 
texte. La mortalité opératoire immédiate qui suivit d’une 
semaine l’intervention, comprit quatre patients. On compta 
aussi cing autres morts 4 une date plus lointaine, plusieurs 
mois plus tard, la plupart d’entre elles causées par une 
réactivation du processus inflammatoire, Les 15 survivants, 
ont tous atteint un niveau de fonction de stage I ou II. 
Deux cas de mortalité post-opératoire immédiate, furent 
causés par une régurgitation aortique qu'il avait été im- 
possible de découvrir avant intervention. Deux autres 
malades moururent d’emboles gazeuses logées au cerveau. 





THE CLINICAL USEFULNESS 
OF ROUTINE TESTS OF 
PULMONARY FUNCTION 


D. V. BATES, M.D., M.R.C.P.(Lond.), 
J. A. P. PARE, M.D. and J. F. MEAKINS, 
F.A.C.P., F.C.C.P., F.R.C.P.[C.], Montreal 


INTRODUCTION 


ALTHOUGH a great deal has been written on the 
abnormalities of respiratory function that may be 
expected in different diseases, no systematic at- 
tempt to assess the value of respiratory function 
tests in routine clinical practice has been reported, 
to our knowledge. Various authors have written 
essays on this question,” * but the reader is unable 
to reach any definite conclusion concerning the 
usefulness or otherwise of a routine pulmonary 
function laboratory in a general hospital. 


*From the Respiratory Division, Joint Cardiorespiratory 
Service, Royal Victoria Hospital and Montreal Children’s 
Hospital, McGill University, Montreal. 





An opportunity to make such an evaluation was 
presented by the establishment at this hospital of 
a service of routine pulmonary function testing 
planned in such a way that the work it was doing 
could be analyzed. This paper concerns the results 
of an analysis of the work done by this laboratory 
in the first two years of its operation, from January 
1957 to the end of December 1958. 


ORGANIZATION 


The hospital contains about 500 general medical 
and surgical beds. The routine pulmonary function 
laboratory is run by one fully trained full-time 
technician, whose work is supervised by a part- 
time chest physician with considerable experience 
in problems of respiratory function. He has been 
responsible for reporting the results of the routine 
tests, and in following up and analyzing patients 
who present problems of unusual difficulty. One 


. fully trained technician has been occupied about 


half time on the analysis of routine arterial samples. 
In the design of apparatus to be used solely 
by technicians in the routine evaluation of patients, 








Canad. M. A. J. 
July 30, 1960, vol. 83 


it is obvious that simpler methods are preferable 
to more complicated ones, and methods involving 
the use of advanced apparatus are generally not 
applicable. The carrying out of routine pulmonary 
function tests cannot be the task of a physician 
fully trained in research methods; and ‘analytical 
instruments such as mass spectrometers, or pro- 
cedures which may be alarming to patients such 
as the use of a whole body plethysmograph, do not 
appear to lie within the scope of a routine labora- 
tory run entirely by a technician. On occasion 
certain patients have been studied during exercise 
in the research respiratory laboratory. The staff 
necessary for these exercise evaluations is additional 
to the technician employed on the routine evalu- 
ation of pulmonary function. 

The physicians in the hospital requesting pul- 
monary function tests complete a requisition form, 
on which they are asked to state the reason for 
asking for the tests in terms of the clinical problem 
involved. In the evaluation of the results, all these 
requisitions have been studied in relation to the 
results obtained and the report furnished. In cases 
where evaluation of the usefulness of the tests has 
been in doubt, the patient’s record and x-rays 
have been consulted, and in every case a corporate 
decision has been made by the authors on the 
grouping of the results. 


“METHODS 


The full battery of pulmonary function tests used 
in the routine laboratory is applied to every case 
referred. Experience has shown the value of doing 
rather more comprehensive tests on fewer patients, 
as opposed to the alternative procedure of doing 
very simple ventilatory tests on larger numbers. 
For the purpose of this analysis, a “test” has been 
considered as consisting of one of the following 
investigations: 

(a) Measurement of indirect maximal breathing 
capacity by a single breath method, combined with 
calculation of the maximal mid-expiratory flow 
rate.> Each test result is the best of four attempts. 

(b) Measurement of functional residua] capaci- 
ty, subdivisions of lung volume, and mixing effi- 
ciency by closed-circuit helium.® 

(c) Measurement of resting diffusing capacity 
by end tidal sampling method.’ 

. (d) Measurement of arterial oxygen saturation® 
and pCO, of arterial blood.° 

(e) Exercise evaluation of oxygen uptake, venti- 
lation and diffusing capacity.’ 

Details of these methods have been fully de- 
scribed elsewhere, They are very suitable for 
routine use since a patient can comfortably perform 
tests a, b, and c in about a 40-minute period, and 
the technician in charge of the routine laboratory 
can study three patients a day using these tech- 
niques. 

In our experience the use of the single breath 
ventilatory test has many advantages over the 
15-second M.B.C, (maximum breathing capacity) 
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determination. The spirometer must have a light- 
weight bell, and the kymograph should have at 
least three speed ranges for satisfactory reading. 
These speeds are 9.0 mm. per second, 31.5 mm. 
per second, and 78 mm. per second. The spiro- 
meter-kymograph system was tested with a large 
rotameter, and shown to be accurate within 4% 
in reading instantaneous flow rates of up to 6.0 1. 
per second. Although open-circuit methods of 
measuring gas distribution in the lung are in 
general preferable to closed-circuit techniques, 
there is no doubt that the subdivisions of lung 
volume can most easily be measured with a closed 
circuit. In our view the mixing index which can 
be derived during such a determination is quite 
sensitive enough for routine clinical use. 


The use of the single-breath estimate of pul- 
monary diffusing capacity’ is dependent on analysis 
of helium by mass spectrometer and is much more 
difficult to do than test “c” described above. It 
is fully realized that there are discrepancies be- 
tween the results obtained by these methods, but 
the choice for routine examinations seems to lie 
between using the method described as “c” above 
or not doing any routine estimate of diffusing 
capacity at all. Our experience indicates that the 
routine estimation of the end tidal diffusing ca- 
pacity has very considerable value in the assess- 
ment of patients with particular problems. The 
routine measurement of arterial saturation and 
pCO, has been greatly facilitated by the introduc- 
tion of the Nahas Cuvette for measuring oxygen 
saturation, and the Astrup method of estimating 
the arterial pCO,, Each estimate takes approxi- 
mately 12 minutes, and reliable results are obtained 
on both of them even when they are used only 
intermittently. 


TABLE I.—Nvumser or INDIVIDUAL TEsts PERFORMED 
IN Two YEARS 








Number 

(a) Indirect M.B.C. and maximal mid-expiratory 

flow rate. Each test consists of four deter- 

ID ia aiiain. it atin dish Geib Ae aol ehind Ha aw ae 507 
(b) Subdivisions of lung volume, F.R.C. and 

tris Ia laid satin bile, HeokiA 439 
(c) Resting pulmonary CO diffusing capacity.. . 435 
(d) Arterial sample analysis for pCO, and O, Hb. 

I hie inky i Bide Vi Wi ac 9 de Ri Sc 308 
ee 44 


The total number of tests on which this report 
is based is shown in Table I. Studies of pulmonary 
mechanics have been made in a number of patients, 
too few to be included in the present survey. 


EVALUATION OF RESULTS 


The patients on whom tests were performed 
have been placed in one of five groups. 

Group 1.—Patients in whom the tests confirmed 
an obvious clinical diagnosis and/or made no 
contribution to management. 
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Fig. 1.—Analysis of routine pulmonary function tests over 
a two-year perio 
Group 1—Tests confirmed an obvious clinical diagnosis. 


Group 2—Tests contributed something to clinical manage- 
ment. 


Group 3—Tests contributed greatly to management and/or 
precise diagnosis. 

Group 4—Tests were essential to accurate diagnosis or proper 
management. 

Group 5—Tests were part of different research investigations. 

Hatched areas represent patients in whom pulmonary 

emphysema in one form or another constituted the clinical 

problem. See text for definition of a ‘‘test’’ and for details of 

classification. 


This group consists mainly of patients referred 
as clinical cases of advanced pulmonary emphy- 
sema, in whom the tests showed the function 
changes expected in this condition. As can be 
seen from Fig. 1, 37 of the 47 patients in this group 
were patients with advanced pulmonary emphy- 
sema. 


Group 2.—Patients in whom the tests contributed 
something to management by evaluation of the 
degree of abnormal function (137 cases). 


The contribution to mangement made in this 
group is somewhat variable, but the patients are 
distinct from Group 1 because the tests were per- 
formed to evaluate the function of the lungs in 
patients in whom the diagnosis was known. Ex- 
amples of patients in this group consist of the 
evaluation of overall function in diseases such as 
bronchiectasis; the measurement of the degree of 
disability in patients with chronic bronchitis; the 
measurement of arterial oxygen saturation in cer- 
tain patients with heart disease; the study of res- 
piratory function in patients with thoracic de- 
formity; and a wide variety of other conditions 
in which some contribution was made by the res- 
piratory function tests, but in which they made 
little difference to management of the problem. 


Group 3.—Patients in whom the test contributed 


greatly to management and/or to precise diagnosis 
(149 cases). 


In this category are patients in whom manage- 
ment and the course of medical treatment were 
influenced by the results provided by the function 
test laboratory. In this large group certain prob- 
lems can be separated as follows. 
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(a) Thirty-seven patients in whom the evalu- 
ation of respiratory function was requested before 
major surgery, and in whom the respiratory func- 
tion tests contributed considerably to management 
by either indicating more pulmonary emphysema 
than had been suspected, or by indicating rela- 
tively good function in the presence of respiratory 
symptoms. 

(b) Nineteen patients in whom the evaluation 
of function in the presence of radiological fibrosis 
was of considerable value, this group containing 
a number of industrial compensation problems. 

(c) Twenty-six patients with pulmonary emphy- 
sema in whom for one reason or another the evalu- 
ation of the emphysema was of considerable value, 
particularly the measurement of the arterial pCO, 
in relation to therapy or management during or 
after surgery. 

(d) Eight patients with polycythemia in whom 
the exclusion or confirmation of chronic hypoventi- 
lation or pulmonary emphysema played a consider- 
able part in the management of the problem. 


Group 4.—Patients in whom the tests were es- 
sential to accurate diagnosis and/or proper manage- 
ment of the problem (68 cases ). 


This group has been reserved for patients in 
whom precise diagnosis or proper management of 
the problem clearly depended on the use of the 
respiratory function tests. This group consists of 
68 patients, in 23 of whom emphysema in one way 
or another was the principal problem. In 12 pa- 
tients there was an acute respiratory problem due 
to either muscular paralysis or weakness, or to 
postoperative ventilatory problems, or in relation 
to the use of mechanical respirators. In our experi- 
ence the quick and routine analysis of arterial 
pCO, is essential to the proper management of 
these problems, and in 15 patients in Group 4, the 
measurement of the arterial pCO, was essential. 
Over 70 determinations of arterial pCO, were 
made on these 15 patients. This group includes 
two patients in whom postoperative ventilation was 
considered to be entirely inadequate and who were 
in coma, in whom the arterial pCO, was found 
to be normal; and seven in whom ventilation had 
been considered quite adequate in whom the 
drowsiness was shown to be due to CO, narcosis. 
The management of patients with the rapid onset 
of a quadriplegia, as in the Guillain-Barré syn- 
drome, using a tracheotomy and artificial respira- 
tion, can be properly conducted only if routine 
estimates of arterial pCO, are available. In such 
patients it is not difficult to keep the arterial pCO, 
within 4 or 5 millimetres of the normal value over 
periods of days and weeks, but the management 
of these problems is contingent upon the ready 
availability of arterial blood gas measurements. 
The use of gas analysis of expired air in such 
problems is not, in our experience, a satisfactory 
substitute; and with modern methods it is almost 
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as easy to analyze arterial blood as it is to analyze 
the collected gas. 


Another important group of patients in Group 4 
are those in whom the degree of pulmonary func- 
tion impairment has been found to be totally dis- 
proportionate to the degree of radiological change. 
Examples might be quoted in which there was 
considerable doubt whether the x-ray showed any 
abnormality, in whom a considerable defect in gas 
diffusion was clearly demonstrated, and as a result 
of this finding open lung biopsy was advised and 
a precise diagnosis was made. Cases with the re- 
verse findings have been encountered in which the 
degree of radiological change is considerable, but 
the functional impairment minimal. There is no 
doubt that the objective assessment of function in 
these problems makes a tremendous contribution 
to management and to decisions with regard to 
treatment. The routine tests of function are also of 
considerable value in certain cases in indicating 
the effects of specific treatment in particular con- 
ditions. In eight of the patients in Group 4 the 
function tests made a diagnosis of primary em- 
physema. Three of these patients were women 
below the age of 50, who had never suffered from 
chronic bronchitis, One of the patients, in whom 
the diagnosis was subsequently confirmed at 
autopsy, had endured a long course of psycho- 
therapy for presumed functional dyspneea. In this 
group of patients without any chronic bronchitis 
and with a normal bronchogram and a question- 
able chest x-ray, the finding of constant and con- 
siderable respiratory function impairment of the 
type encountered in emphysema is undoubtedly a 
major contribution to diagnosis. 


In Group 4 there are 13 patients in whom the 
evaluation of respiratory function before major 
surgery was an essential part of the management 
of the problem, These were patients with known 
respiratory disease, who were undergoing major 
procedures on the bowel or on the chest, and the 
careful evaluation of pulmonary function before 
such procedures is of unquestioned value. The 
measurement of arterial pCO, before operation is 
of considerable help to the anesthetists, and one 
patient in this group was successfully managed 
only because the finding of CO, retention before 
surgery meant that an elective tracheotomy was 
‘ performed at the end of the surgical procedure. 
The postoperative management was thereby great- 
ly facilitated and the patient made a safe recovery. 


Group 5. In this group the tests were primarily 
investigative. 


This group is included in this report because 
any routine function laboratory will undoubtedly 
contribute greatly to a hospital by providing a 
service of considerable value to special research 
projects going on in various departments. This 
group is sub-divided into the following subgroups. 
(a) Normal subjects. . 


BATES AND OTHERS: PULMONARY FUNCTION TEsTs 195 





(b) Work done by the anesthetic department 
as part of an investigation of the relationship be- 
tween ventilation and pCO, during anesthesia. 

(c) Arterial blood gas analyses in connection 
with open heart surgery. 

(d) Evaluation of bronchodilators in asthma. 

(e) Miscellaneous group. 


DIscussion 


Fig. 1 is a graph of the number of patients in 
each of the groups described above. The shaded 
portions of this graph represent patients in whom 
emphysema in one form or another was the 
principal problem. Group 5 is divided into the sub- 
divisions given above. 

It is obvious that the assessment made by any 
physician of the usefulness of the pulmonary func- 
tion tests in a given clinical situation may be 
questioned, The authors do not feel there can be 
any doubt about the patients who have been 
placed in Group 4. The pulmonary function tests 
in this group contributed quite as much as, if not 
more than, is contributed by renal function tests 
and liver function tests in any cases of disorders 
of those organs. As far as Group 3 is concerned, 
the authors have reviewed each of these cases in 
considerable detail, and there is no doubt that in 
the patients in Group 3, the accurate assessment 
of respiratory function played a considerable part 
in the patient’s management or evaluation, and 
was at least as useful as are liver function tests 
or renal function ‘tests in many of the patients in 
whom these are indicated. In the case of: patients 
in Group 2, the clinical management of the prob- 
lem was on the whole little influenced by the 
pulmonary function test results, which were of 
interest in many instances but did not play any 
part in determining future management or in 
establishing the correct diagnosis. It is this group 
of patients in whom the respiratory function tests 
on the whole contributed least, but the problem 
the physician is faced with is to recognize these 
in advance of the function test results. In the case 
of patients in Group 1, it is not considered that 
the clinical diagnosis presented any difficulty and 
the function tests merely documented the changes. 

It is quite clear that a routine function laboratory 
of the type described makes a major contribution 
to management or diagnosis in about 100 patients 
a year (Groups 8 and 4). It is very difficult to 
compare this finding with results of tests of func- 
tion of a biochemical nature, since as far as we are 
aware no exactly comparable analysis has been 
published. There appears no doubt that the results 
presented here in terms of Group 3 and 4 fully 
justify the use and establishment of such a labora- 
tory. . 

The question might well be asked as to which 
of the different tests performed were the most use- 
ful. No simple answer can be given since there is 
a very wide variety of types of lung disease, and 
the clinical problems in individual patients vary 
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greatly. However, the following general statements 
appear to us to be valid: 

(a) The estimation of the arterial pCO, has on 
a number of occasions been the critically important 
investigation. 

(b) The determination of maximal mid-expira- 
tory flow rate is not only the simplest test, but 
often one of the most useful. 

(c) The determination of the resting diffusing 
capacity often proved useful in the evaluation of 
patients. 

(d) In a proportion of patients, exercise tests 
are essential for a complete evaluation. 

(e) The measurement of static lung volume and 
mixing efficiency gave useful baseline information, 
but rarely affected management or diagnosis. 

Of particular interest to us was the number of 
patients in whom, in one form or another, pul- 
monary emphysema was the principal problem. 
These total 153. This represents a substantial inci- 
dence of this disease, particularly since there has 
been no attempt on the part of the physician re- 
sponsible for the routine function tests to encourage 
such tests in cases of established and obvious 
pulmonary emphysema. Indeed, in order to keep 
the work in the routine laboratory at a level which 
can be handled by one technician, it has been 
necessary to discourage referral of such problems 
rather than to encourage them. The incidence of 
153 patients in two years in whom emphysema in 
one form or another was the respiratory problem 
must therefore represent only a small fraction of 
those passing through the hospital in whom pul- 
monary emphysema is present. The number of 
patients referred to the routine pulmonary function 
laboratory has increased steadily over the two-year 
period, and the number of patients studied each 
month had doubled by the end of the two-year 
period. , 


CONCLUSIONS 


A review is presented of the work of a routine 
pulmonary function laboratory and an attempt 
has been made to evaluate this in terms of the 
clinical usefulness of the tests performed. It is 
concluded that in a hospital with 500 general 
medical and surgical beds such a laboratory is 
capable of making a considerable contribution to 
the daily management and diagnosis of patients. 
It must have one well-trained competent technician, 
and its work must be supervised by a chest phy- 
sician with a first-class basic knowledge of respira- 
tory physiology. An additional part-time technician 
is required for routine analysis of samples of 
arterial blood. It is obvious that if such a labora- 
tory is backed by a research department, problems 
of equipment maintenance and calibration are 
much simplified, but the existence of a research 
department of this kind is not essential to the 
establishment of such a laboratory, provided that 
the technician has had good training on instru- 
mentation problems, and the physician has been 
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properly trained in methods and techniques of 
studying respiratory function. If these requirements 
are met, a routine pulmonary function laboratory 
can make a very considerable contribution to the 
standard of medical diagnosis and management. 
It is our opinion that this contribution is com- 
parable to that rendered by a considerable num- 
ber of the many biochemical tests of function 
which are in current use. 
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RESUME 


Cet article cherche a déterminer lutilité clinique des 
épreuves usuelles pratiquées dans un laboratoire de fonc- 
tion pulmonaire. I] est évident que dans un hépital com- 
portant 500 lits de chirurgie et de médecine un tel labo- 
ratoire est susceptible de contribuer largement au diagnostic 
et A la conduite quotidienne du traitement des affections 
qui possédent un retentissement pulmonaire. Le personnel 
de ce laboratoire doit comporter un technicien compétent 
travaillant sous la direction d’un médecin spécialiste des 
maladies pulmonaires qui connait 4 fond la physiologie 
respiratoire. On doit aussi se prévaloir des services d’une 
laborantine pour l’analyse des prélévements de sang artériel. 
Il va sans dire que lorsque ce laboratoire dépend d'un 
département de recherche, les problémes inhérents a l’entre- 
tien et A la calibration des instruments sont grandement 
simplifiés. L’existence d’un tel département n’est cependant 
pas essentielle 4 l’établissement et au bon fonctionnement 
d’un laboratoire 4 condition que le médecin et le technicien 
soient rompus au maniement des instruments et 4 l’appli- 
cation des techniques employées au cours de ces épreuves. 
D’aprés les auteurs de cet article qui tous les trois possédent 
une vaste expérience dans la direction et usage du labora- 
toire de l’hépital Royal Victoria de Montréal, les épreuves 
de fonction respiratoire peuvent étre aussi utiles que 
nombre d’épreuves fonctionnelles biochimiques d’usage 
courant. 





ATHEROSCLEROSIS AND AGE 


Atherosclerosis is important as a cause of death and 
disability in certain societies, whereas it is relatively unim- 
portant in others. In the United States and in certain 
European countries this disease ranks foremost as a cause 
of mortality. It is interesting to compare the incidence by 
age of atherosclerotic diseases with the characteristics of 
the various age groups in our society. A very high incidence 
of coronary artery disease in the American male occurs at 
a time which should represent the height of his career and 
earning power, i.e., in the late forties and early fifties. In 
contrast, cerebral artery disease occurs mainly after 65 
years of age, the usual retirement age. For a given person 
it makes a great deal of difference whether he has a 
myocardial infarction at the height of his career or whether 
he has a “stroke” after retirement. This difference may 
partially explain the greater interest in atherosclerosis of 
the coronary arteries as compared with that of other arteries. 
If the curve of incidence of clinical coronary disease could 
be delayed ten to fifteen years, the disease would lose much 
of its significance in our present society. Thus, the rate 
of development of atherosclerosis is more important than 
its mere presence.—J. D. Jett and S. M. Grundy, J. Am. 
Geriatrics Soc., 8: 254, 1960. 
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THE PREVALENCE OF PSYCHIATRIC 
SYMPTOMS WITHIN AN ISLAND 
FISHING VILLAGE* 


EDWARD LLEWELLYN-THOMAS, 
M.D., C.M., Toronto 


INTRODUCTION 


THE ABSOLUTE PREVALENCE of psychiatric symptoms 
in the general population of North America is 
unknown. A number of studies have been made 
among special groups, such as hospital admissions, 
students, and recruits for the armed forces, but 
these are selected populations. The present study 
is concerned with the prevalence in a complete 
population, that of an island fishing community. 


It was carried out as a part of the Stirling County 
Study in rural areas, and covers the period of two 
years from July 1956 to July 1958, during which 
time the author was the general practitioner and 
port physician in Fairhaven,t one of the focus 
villages. The general program of the study is given 
by Dohrenwend! and Leighton.° 


Fairhaven is one of three small villages, situated 
on two islands at the end of a peninsula. Because 
the author was the only doctor for 40 miles, it was 
therefore a practice where the physician came into 
contact, either socially or professionally, with every- 
body in the community, and no serious illness, or 
indeed other matter of moment, occurred without 
his having knowledge of it. The kind of people 
living on the island, together with this geographical 
location, produced a patient-doctor relationship 
which is impossible in an urban area. Doctor and 
patient were, for better or for worse, committed 
to each other. 


GEOGRAPHY AND CLIMATE 


Fairhaven is a fishing village with an adult resi- 
dent population of 275, and it is close to some of 
the best commercial fishing, and the worst weather, 
in the world. The summers are cool, with heavy 
fogs. The winters are mild, but there are frequent 
strong gales and heavy seas. The coasts are rocky, 
and most of the island is covered with a poor 
second-growth timber, struggling against the strong 

winds. It can appear bleak and desolate, or very 
beautiful, depending on the mood of the weather 
and the observer. 


*From the Department of Psychiatry of the New York Hos- 
pital (Payne Whitney Psychiatric Clinic) and the Cornell 
University Medical College, and the Department of Sociology 
and Anthropology of the College of Arts and Sciences. 


The work has been conducted as part of the Stirling 
County Study in the Cornell Program in Social Psychiatry. 
It has been carried out in collaboration with the Department 
of Public Health of the Province of Nova Scotia and with the 
co-operation of Acadia and Dalhousie Universities. In- 
valuable help has also been provided by the Faculté des 
Sciences Sociales, Université Laval. Financial support is pro- 
vided by the Milbank Memorial Fund, the Carnegie Corpora- 
tion of New York, by the Department of National Health 


and Welfare of Canada, and by the Department of Public 
Health of the Province of Nova Scotia. 
+A code name. 
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ECONOMY AND LiviNG CONDITIONS 


The only industry is fishing and its associated 
trades. There is a large fish processing plant at 
Fairhaven, which is very active during the summer. 
All the fishing is done from small boats up to 40 
feet in length, which fish inshore and around the 
tide rips. They have one or two men aboard, and 
usually stay out for less than 24 hours. The more 
active fishermen, when the weather allows, fish 
all the year round. 


The average family has the basic necessities 
and comforts. Almost every family owns its own 
home, all have electric light, and the great majority 
have running water and modern plumbing, as well 
as refrigerators, electric washers and _ television 
sets. Everybody eats well, and the standard of 
living is very much the same for the whole popu- 
lation. There is no true poverty and the real income 
per family is probably above the average for 
Eastern Canada. 


POPULATION 


The total population over 15 years of age was 
274 persons, 137 males and 137 females. The age 
and sex distribution is shown in Table I and Fig. 1 


TABLE I.—Distrisution By AGE AND SEX OF THE 
RESIDENT POPULATION AND ACTIVE FISHERMEN IN 
FAIRHAVEN, AGED 15 AND OVER. 








_AgeGroup Males Females Population Fishermen* 
15-24 17 20 = ; 
sion 6 Um 
ce UCU 
65-74 20 23 = 

*All male. m7 - = 2 
AGE MALE FEMALE 
94-85 q 
84-75 Y Yj KX 
74-65 Y 4 VNX 
64-55 | 8 
54-45 - fy 7 
30 20 10 O 10 20 30 
NUMBER 
Fig. 1.—Population distribution by age and sex. 
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Almost all the islanders are descended from the 
original settlers who came in the late seventeen 
and early eighteen hundreds. They are a pleasant 
people to know and live among. Like most island- 
ers, they are conservative in outlook, and not very 
interested in what happens in the outside world; 
but Fairhaven seems to have produced more than 
its share of men who have made their mark. 

The fishermen themselves, who form the most 
important economic and social group, tend to fit 
a pattern. The small boat fisherman is an individu- 
alist both by nature and training, and he carries 
this over into his general life. Like all men whose 
lives depend on the state of their equipment, they 
show compulsive traits. Small boat fishing is an 
excellent test of an individual’s motivation and 
functional efficiency. Failure results in physical or 
financial disaster, and a fisherman is constantly 
reminded of the importance of doing a job properly. 

The better fishermen enjoy fishing and, despite 
a conservative outlook, they will take considerable 
physical and financial risks upon occasion. In 
normal] circumstances co-operation both in fishing 
and general community affairs is lacking, but when 
a boat is in danger they can act with great vigour, 
courage, and unselfishness. 


GENERAL HEALTH 


The population comes from a basically healthy, 
long-lived stock. Tuberculosis, which was a scourge 
throughout this area, is now coming under control. 
During the two years under study one new case 
was found in a population of 1200, and this was in 
a man of over 70, although there are, of course, 
a number of old cases under observation. Acute 
infectious diseases followed the same pattern as 
in the rest of the province, usually arriving in 
the islands a little later than elsewhere. 

One thing that strikes the observer is the large 
number of old people living active lives. There 
were 14 active fishermen over 65 of whom nine 
were over 75 (Table I). Several of them fish hard 
the year round, and some of them are mildly senile 
except where their trade is concerned. Thus an 
old man who is not sure what year it is, can still 
repeat the compass courses throughout the area, 
and utilize them in steering through thick fog. It 
is the older men who reap the reward for having 
lived in this community, for, whereas their age 
group in a city is discarded as worn out, these 
old men are still performing a useful social and 
economic function, and can continue to supplement 
savings and pensions to a very worth-while degree. 
The successful treatment of such old people is most 
rewarding, both to society and the physician, as 
well as to the patient himself. 


Case 1.—An 8l-year-old fisherman fell in his boat 
and fractured the neck of his femur. The hip was * 
pinned twice, the first attempt being unsuccessful. He 
had typical generalized arteriosclerosis, with mild 
arteriosclerotic brain disease. He had a poor memory 
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for recent events and was emotionally unstable. With 
inactivity his mental condition deteriorated, and he 
became quite childish. However, as soon as he could 
walk he went fishing again alone, despite continuing 
hip pain. His catch was about 1000 Ib. of fish a week, 
and this figure becomes more significant when one 
realizes that he was producing enough calories and 
high-grade protein to meet the complete and continu- 
ing requirements of some 20 people. His mental status 
improved greatly, although the signs and symptoms 
of arteriosclerotic brain disease remained quite definite. 


Supportive psychotherapy is often difficult with 
old people in an urban setting, because both patient 
and therapist are aware that the patient has, in 
fact, very little to look forward to. But with an 
old fisherman, there is always the prospect of next 
season. 


Case 2.—A fisherman, aged 78, underwent through- 
out one winter progressive depression and withdrawal. 
He was visited for an attack of bronchopneumonia, and 
this gave the opportunity for continuing treatment 
with a high-vitamin diet and simple supportive psycho- 
therapy. He improved on this, but as soon as the better 
weather came and he was able to return to fishing, 
he became once more the cheerful old man he had 
been previously, and maintained this status throughout 
the next winter with elementary support. 


Many of these old men grew up in the days of 
oar and sail, and are remarkably healthy. The 
process of natural selection in that era is probably 
responsible for part of this, for men who were not 
suited to fishing, either physically or mentally, 
would tend to leave the island to work elsewhere. 
But it is interesting to note that Weir,? who was 
physician in the islands for 26 years, points out 
that in a population of 2000 he saw only six cases 
of myocardial infarction among men under 70 
during that time, and those six cases were in men 
leading sedentary lives. The tremendous physical 
exertion of hauling a trawl or lobster-traps by hand 
continued until quite recently, so that even the 
middle-aged group were exposed to this in their 
youth. 


ENVIRONMENTAL FACTORS 


The standard of housing is rather better than in 
other rural parts of the Maritimes, and the weather 
is rather worse. Other physical environmental 
factors are much the same. Water supplies are 
from individual wells, and sanitation into individual 
septic tanks. Most of the milk drunk is from island 
cows, and is not pasteurized. However, there were 
no cases of food, milk or water-borne infection 
during the two years, and all bacteriological counts 
done on water supplies were acceptable. 

The social environmental factors are the results 
of life within a small closed community, and the 
restrictions are especially strong in the winter. The 
advent of good roads and television has broken the 
older organizations which the society used to offset 
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its isolation, without doing much to replace these 
organizations as yet. This bears most heavily upon 
the women and young adults, for whom recre- 
ational opportunities are very limited. 

The fisherman himself is subject to a cqgmbination 
of physical and psychological factors unique in 
modern North America. Physiologically, he is ex- 
posed to heat, cold, humidity, violent and irregular 
motion, irregular and missed meals, irregular sleep 
patterns and lack of sleep, periods of heavy physi- 
cal exertion interposed with periods of inactivity, 
and on occasions episodes of mild carbon monoxide 
poisoning. He is also subject to many minor trau- 
mata; bruised ribs and infected hands are common. 
Major accidents are remarkably rare. No boats 
were lost from Fairhaven during the two years 
of the study, but two boats with their crews were 
lost from other villages in the practice. 

Psychological factors include isolation and dis- 
orientation, which may be extreme in a small boat 
in the frequent thick fogs, motion sickness, vigi- 
lance, visual and auditory strain, and frequent 
important decision-making. 

The women are hard-working and proud of their 
houses. The standard of cooking and cleanliness 
is high. But the fisherman’s wife has to run a 
household where her husband’s meals and sleep 
are governed by the changing tides, while her 
children and others in the household have to follow 
regular hours. The women, in general, show little 
love for the sea and the majority never go in any 
boat except the ferry. They are subject to that 
classical and recurrent fear of any fisherman’s wife 
anywhere in the world--the fleet out, and the wind 
rising. 


MEDICAL FACILITIES 


Equipment included, in addition to the usual 
consulting room, laboratory and minor surgical 
equipment, a small modern x-ray machine, an 
electrocardiograph, oxygen equipment, an auto- 
clave, a small electrocautery equipment and a com- 
plete home delivery set with Trilene inhaler. 
Laboratory equipment included apparatus for blood 
sugar estimation, for determination of erythrocyte 
sedimentation rate, and a centrifuge. An occasional 
bacterial culture and sensitivity test was made in 
an emergency. Laboratory work was done by the 
author, or sent to Bristol or the Provincial Labora- 
tories. There was a Dictaphone and some secre- 
tarial help, but no laboratory or nursing assistance 
was normally available. All radiographs and electro- 
cardiograms were mailed to specialists to check 
the author’s readings. 

At Bristol there is a small, well-equipped general 
hospital, one general surgeon, one otolaryngologist 
who is also qualified in ophthalmology, one psy- 
chiatrist attached to the Bristol Psychiatric Clinic, 
and two general practitioners. There is a visiting 
radiologist one day a week. 
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PsYCHIATRIC SYMPTOMS 


METHODS 


The whole of the resident population of Fair- 
haven over the age of 15 years was included in the 
study. In all cases an attempt was made to carry 
out a complete physical examination with labora- 
tory and other investigations as necessary, and to 
take a complete physical and psychiatric history. 
This was done sometime during the two years in 
the majority of cases, and in the remainder at least 
an outline history and symptom patterns, if any, 
were recorded. 

Owing to the close community life, symptoma- 
tology could be followed, even when the patient 
was not seen professionally. There were many 
opportunities for this—village and social functions, 
on the wharves and in the boats. Home deliveries 
and home treatment of the aged provided the 
opportunity of meeting the whole household. The 
nearest drug store is in Bristol and this was there- 
fore a dispensing practice. While dispensing is a 
nuisance and, despite popular belief, financially 
unrewarding, it gives an excellent opportunity for 
following up symptoms when patients come in for 
refills. Also the doctor learns about minor illnesses 
which the patient rates as worthy of a bottle of 
medicine, but not an office visit. He also learns 
about his therapeutic successes and failures, as most 
people do not hesitate to remark on the inefficiency 
of that last expensive medication. Undoubtedly, 
everbody in the population who had symptoms 
sufficient to cause appreciable discomfort, was seen. 
But it should be noted that this survey covers a 
two-year period only, and that transient past con- 
ditions are not included. 

Everyone has some mental symptomatology, in 
the same way as everyone suffers from mild transi- 
ent physical troubles. It is their significance, the 
discomfort they cause, and the degree to which 
they interfere with function that are important. 

It is also of the greatest importance to be as sure 
as possible that they are not due to physical disease. 
There is a large group of symptoms for which no 
physical cause can be found, but which have 
physical etiologies, such as mild virus infections. 
There is also the constant threat of that more 
serious group where pathological changes appear 
later. The following criteria were therefore used 
in deciding whether or not symptoms should be 
classified as “mental” and whether they should be 
included in the positive findings: 

1. No organic cause could be found on careful 
physical and laboratory examination, or the symp- 
toms were out of proportion to any cause which 
was found. 

2. They were not transient, but recurred, still 
with negative findings for an organic basis, or they 
were persistent. 

3. They were not trivial. Either they were the 
cause of the visit, or they were revealed easily and 
with feeling in taking the history. 

4. If they were not revealed by the patient in 
the history, they were obvious to the observer. 
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5. The symptoms did not respond, or they re- 
sponded poorly, to physical symptomatic therapy 
of the type which is normally effective. Any re- 
sponse to psychic medication, such as the sedatives 
or the so-called psychic energizers, was a factor 
in making a decision, but not an over-riding one. 

6. The patient's personality supported a psycho- 
logical diagnosis. This is a matter of clinical judg- 
ment, and is not always amenable to exact analysis. 
However, owing to the conditions of the island 
practice, it was possible to make a fairly sound 
personality evaluation. 

7. Mental symptoms are present to some extent 
in all persons suffering from a physical disease. 
When such symptoms appeared only after the 
onset of such disease, and cleared after the disease 
was alleviated or cured, they were not included in 
this survey. The problem of classifying two of the 
most common and serious of psychophysiological 
disorders, hypertension and peptic ulcer, did not 
arise, as all patients with these diseases could be 
clearly placed in the psychophysiological category 
on the basis of other factors in their history. 

The classification used is that detailed in the 
“Diagnostic and Statistical Manual of Mental Dis- 
orders’, prepared by the American Psychiatric As- 
sociation, 1952. 

The positive findings leave no doubt, but the 
negative ones have not produced the same confi- 
dence. These comprise those individuals who were 
seen, but who gave no complaints reaching the 
level of significance. The majority of people who 
came in with minor complaints, for immunization 
procedures and so forth, were delighted to have 
the opportunity of talking about themselves, but 
such histories are less trustworthy than those given 
by somebody actively seeking help. While the 
criterion of discomfort applies here, the disclosure 
of symptoms depends on_ the individual’s degree 
of stoicism and sense of reticence as well as on the 
magnitude of the problem. 


PREVALENCE 


The true prevalence of mental disorders is shown 
in Table II. From this it can be seen that out of a 
population of 274 persons, 174 (64%) had symp- 
toms sufficiently intense to meet the above criteria 
at some time during the two years of the study. 

By far the greatest number were those who had 
psychophysiological reactions. These were present 


TABLE II.—Ditsrrisution or DIAGNosEs In TOTAL 
PoPpULATION BETWEEN Masor CATEGORIES 


Disorder Individuals 
ait aka who Waka aie bie eh et 100 
Disorders associated with impairment of brain 

A id ak a hie web aed eats cew aes 16 
acc hiwkbe ih aineheee eek es 5 
eu scen anise sew beeies's = 
Psychophysiological disorder................. 124 
Psychoneurotic disorder..................... 14 
ee When aib ke 4k eww- eres 14 
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TABLE III.—D1acGnosss or INDIVIDUALS WITH 
MENTAL SymptToms* 





Disorder 


Individuals 
Disorders associated with impairment of brain 
tissue function 
Acute brain syndrome with convulsive disorder 2 
Chronic brain syndrome with cerebral arterio- 
I aia so Oe eh ew aia baad «i 9 
Chronic brain syndrome with senile brain 
iin Sop eons bh ne-g Aw eee oe 8 5 
Mental deficiency 
Mental deficiency, familial................. 2 
Mental deficiency, idiopathic............... 3 
Psychotic disorders 
Manic depressive reaction, depressed........ 1 
Psychophysiologic autonomic and visceral disorders 
Psychophysiologic skin reaction............. 6 
musculoskeletal reaction. . . 7 
respiratory reaction....... 13 
cardiovascular reaction. . . . 29 
gastro-intestinal reaction. . 37 
genito-urinary reaction... . 6 
nervous system reaction. . . 26 
Psychoneurotic disorders 
EE ee re 8 
SN ks oc seo nss wen sieee'ss 1 
III gs en nv ens ccesssebncess 5 
Personality disorders 
Inadequate personality.................... 5 
Schizoid personality....................... 1 
Passive aggressive personality.............. 2 
Compulsive personality.................... 3 
a i a x wc o's anchins wo wad 2 
CS Ee ere 1 
174 


*In those individuals with multiple diagnoses only the 
most important is shown in this table. 


in 124 persons, or some 45% of the whole popu- 
lation. The next three groups have almost the same 
prevalence. There were 16 cases of chronic brain 
syndrome, 14 of psychoneurotic disorder, and 14 
of personality disorder. 


There was only one case of frank psychosis, and 
that was a manic-depressive who was in remission 
throughout the two years. No schizophrenic re- 
actions were seen in Fairhaven, although several 
were known in neighbouring villages, and there 
were cases of schizophrenia in the community 
before the study commenced. One case, initially 
diagnosed as schizophrenia, demonstrates the dis- 
advantages under which a psychiatrist works when 
he is not familiar with the patient’s background: 


Case 3.—A 30-year-old man had a personal history 
of neurosis, and a family history of psychosis. He 
complained of dizziness and head pain, and appeared 
to have ideas of reference. Examination revealed a 
possible visual field defect. He was referred for neuro- 
logical and psychiatric investigation, and returned with 
a diagnosis of paranoid schizophrenic reaction. 


In the hospital he had given a history of bizarre 
domestic and social persecution which, on the face 
of it, and with his history, certainly seemed to justify 
the diagnosis. After his return, I found that he was, 
in fact, suffering from just such persecution, and that 
his story had been accurate. Moreover, he responded 
very well to small doses of chlorpromazine and oc- 


- 
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casional supportive psychotherapy, and remained free 
of symptoms after the chlorpromazine was discontinued. 
The visual field defect was not confirmed by perimetry. 


During the two years there were three persons 
who required hospital admission: one had acute 
reactive depression; one, chronic brain syndrome, 
and one, hyperemesis gravidarum. 


PsYCHOPHYSIOLOGIC AUTONOMIC AND 
VISCERAL DISORDERS 


TABLE IV.—PsycuopuysioLocic REACTIONS 








n In 
Psychophysiologic reaction male female Total 

Skin reaction............. 5 2 7 
Musculoskeletal.......... 1 8 9 
Respiratory.........:.... 6 8 14 
Cardiovascular........... 9 21 30 
Gastro-intestinal.......... 17 25 42 
Genito-urinary........... 1 6 7 
Nervous system.......... 10 23 33 

49 93 142 


This shows the total number of reactions recorded. 

One female had three different psychophysiological reactions 
on different occasions. 

Fourteen individuals (6 males and 8 females) had two 
different psychophysiological reactions on separate occasions. 

Five individuals (1 male and 4 females) had a psychophysio- 


logical reaction and some other mental disorder on another 
occasion. 


This includes those disorders previously called 
psychosomatic. From Table IV it can be seen that 
the gastro-intestinal system was the system most 
commonly involved. One of the most acute of 
these cases is as follows: 


Case 4.—A 34-year-old man had a history of de- 
pression. His youngest daughter died of acute peri- 
tonitis consequent upon a ruptured appendix. He had 
strong guilt feelings and developed a reactive depres- 
sion. Three weeks after his daughter’s death he himself 
developed an acute appendicitis with classical sympto- 
matology. An emergency appendectomy was performed 
and an inflamed and gangrenous appendix, on the 
verge of rupture, was removed. Unfortunately this 
abreaction did not cure the depression, for which he 
required subsequent hospital admission. He made a 
slow, but fairly complete recovery. 


‘ The next most common was that grouped as 
nervous system reaction. These are the people 
who complained of generalized fatigue and weak- 
ness without localizing signs, the type of clinical 
picture that used to be called neurasthenia. It is 
an unsatisfactory name for the group, as it tends 
to become a classification of diagnostic despair. 


The third largest group is that classified as 
cardiovascular system. These cases are usually 
clear-cut, and form the cardiac neuroses and hyper- 
tensives. Although the etiology of hypertension is 
uncertain, all the hypertensive persons ~-in the 
present series could be classified with confidence 


as psychophysiological. 
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There was a multiple diagnosis in 20 instances, 
although every effort was made to avoid this. In 
effect, these are the people in whom one system 
complex cleared up, to be replaced by another 
one later on, or in whom one merged into another. 

The true prevalence of psychophysiological dis- 
order is much higher in women (59% of all 
women) than in men (31% of all men). The order 
of preference of the systems chosen is the same 
for men and women, as far as the gastro-intestinal, 
cardiovascular, and nervous systems are concerned, 
but there were six respiratory system reactions 
in men compared to eight in women. 

Table V indicates distribution by age and sex. 
The highest prevalence is among women in the 
25 to 34 age-group, where, out of a total popula- 
tion of 14 women, 11 had psychophysiological re- 
actions. But women in the age group from 35 to 
44 were almost as numerous, 24 out of a population 
of 32 having symptoms. 

The presenting complaints are tabulated in Table 
IX. These were the complaints which the patient 
stressed when first seen. They might not always 
remain the most important. The only significant 
difference in the presenting complaint between the 
sexes, having regard for the larger number of 
women showing symptoms, is in the group com- 
plaining of myalgia, all of whom were women. It 
is possible that as most of the men are used to hard 
physical labour they accept a degree of muscle 
pain without complaint. There were of course a 
number of cases of myalgia in men, but all were 
related to some physical cause. 

The close relationship of the eiiahainel and 
physiological components is well demonstrated 
by the following case: 


Case 5.—A 50-year-old woman nursed her bed-ridden 
husband through a long illness until his death. During 
this period she lost a great deal of weight, but, despite 
urging, she refused to come for investigation or treat- 
ment. After her husband’s death she finally came to 
the office, complaining of profound weakness and 
generalized fatigue. She also complained of inability 
to make a decision, or cope with any situation. From 
the nutritional point of view her diet throughout her 
husband’s illness had appeared to be adequate and she 
had been taking a multi-vitamin supplement. However, 
on physical examination her weight loss was apparent, 
and her hemoglobin level was 6.5 g. %. 

Intensive iron and vitamin therapy was commenced, 
and within three days all of her subjective symptoms 
had cleared. Her hemoglobin value remained at 6.5 g. 
% for the next three weeks, but despite this fact she 
insisted that she felt very well. Her hemoglobin level 
rose steadily over the next three months to 12.5 g. %, 
and she remained well and cheerful. 


This patient had obviously not been absorbing 
her food. She was seen on numerous occasions 
eating good meals, and others who had helped 
her nurse her husband confirmed this. Her iron 
and vitamin intake had been more than adequate, 
but a profound anzmia had nevertheless developed. 
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TABLE V.—DIstrisuTIon oF INDIVIDUALS BY DIAGNOSIS AND BY AGE AND SEX. 








Males 
Age group No. in group Psychophys. 
15-24 17 4 
25-34 10 4 
35-44 34 9 
45-54 24 8 
55-64 10 4 
65-74 20 9 
75-84 20 5 
85-94 2 0 





: Females 
Other No. in group Psychophys. Other 
1 20 5 3 
3 14 11 2 
8 32 24 5 
7 21 11 3 
1 13 7 2 
3 23 19 0 
4 12 4 6 
1 2 0 1 


In those individuals with multiple diagnoses, only the most important is shown in this table. 


The psychological change after she was released 
from a very great strain by her husband's death 
came about much more rapidly than the physio- 
logical change in blood hemoglobin level. 


PsYCHONEUROTIC DISORDERS 


These are all disorders where anxiety is promi- 
nent. 

There were only 14 cases of psychoneurotic dis- 
order during the two years, and this seems much 
lower than in other societies in which the author 
has had experience. On the other hand, the longer 
period of time over which the patients were ob- 
served may result in some who would elsewhere 
be classified as psychoneurotic being placed in the 
psychophysiological group. However, the difference 
is probably real, and is due to the tendency in a 
less sophisticated society to express discomfort 
in somatic terms. : 


CHRONIC BRAIN DISORDERS 


Chronic brain disorders were present in a total 
of 16 persons (Table III). The differentiation be- 
tween arteriosclerosis and senile brain disease is 
based on other physical findings, and is inexact. 
Owing to the high average age of the population, 
a much larger number had minor symptoms of the 
ageing process. A functional criterion was adapted 
in those people who had no other symptoms, and 
only those in whom the degenerative symptoms 
were sufficiently severe to interfere with the indi- 
vidual’s ability to look after himself, and work 
to the useful maximum of his physical ability, are 
included. An old man may seem a fool in your 
office; you may seem a fool in his boat. 


PERSONALITY DISORDERS 


Those included in Table III are the group who 
had the respective syndromes quite clearly, to the 
extent of appreciable interference with function. 
All, except for one typical case of a reaction that 
used to be called psychopathic, were mild. This 
one case is classified as a dissocial reaction, was 
not a native of Fairhaven and left toward the end 
of the study period. 


The group of personality disorders shades away * 


into the normal through so many gradations that 
another observer could reach quite a different 
conclusion of the prevalence. In this group, as well 





as in the mental deficiency group (see below), an 
investigator who had not lived for some time in 
the community and come to know the subjects 
well, could easily be misled by superficial signs. 


MENTAL DEFICIENCY 


The five cases listed in Table III were all mild 
(according to the classification of the American 
Psychiatric Association). There was some function- 
al impairment but no special training or guidance 
was required. No formal intelligence testing was 
performed, and the author had too many demon- 
strations of men, whom he might have thought 
of low intelligence in one area, proving of high 
intelligence in another, to attempt borderline classi- 
fications without such tests. 


PREVALENCE OF PsYCHIATRIC SYMPTOMS 
AMONG FISHERMEN 


The distribution of symptoms by trade is given 
in Table VI, and of patterns in fishermen in Table 
VIII. Table VII is an attempt to correlate the 
prevalence with the fisherman’s ability at his trade. 
The author made his judgments on observations 
while fishing from his own boat, and at the wharves 
and fish sheds. It was based on the state of a 
man’s boat and gear, the energy he displayed 
and his willingness to go out in bad weather, night 
and fog, as well as the size of his catches. The 
ratings were then checked against public opinion, 
and agreed well. Although the series is short, it 
is of interest that the prevalence of symptoms was 
highest among the top and bottom groups, and 
lowest among those rated as “adequate”. It should 
be remembered that “adequate”, in a seafaring 
man, implies competence in meeting real difficulties 
and danger. 


TABLE VI.—Distrisution or Symproms BY TRADE 


Symptoms Total in 
present trade 

Fishermen (all male)............. 27 51 (538%) 

Farmers (all male)............... 6 10 (60%) 
Independent business and salaried 

workers (male and female) .. . 17 34 (50%) 

Labourers (all male).............. 15 33 (45% 
Housewives (all female with no other 

iid og a ewe 6 94 123 (76%) 
Miscellaneous (students, retired 

ND ss 6 gn wn 0's 15 23 (65%) 
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TABLE VII.—Erriciency RatTiInG or FISHERMEN 
AND DISTRIBUTION OF SYMPTOMS 





No.in No. with 

Rating group symptoms 
I ee ee ae ide io, 6. 4 
aks tae ani al th ah hina bn Cae 23 13 
a haa ee ae cis gah 13 + 
re 5 3 
Ne a Fe a ts as 4 3 

TABLE VIII.—Disrrisution or MENTAL SYMPTOMS IN 

FISHERMEN 

Disorder Individuals 
le a ee a ars i els 24 
Chronic brain syndrome 

ie a a a OR wr ibilesh inde Och 2 

aN bia Drew waka whew S98 woe 2 
Psychophysiological 

et gee ad aa uid 4 

CIID. 0. 5.0 b.a.0sescweeees 1 

Gastro-intestinal....,............ 5 

ES ai Sua ak We ie 4 

14 
ind eee ed ee eS aia wees 3 
ee 1 
Inadequate personality. .................0005: 2 
Compulsive personality. .................0000 1 
a Wek eine Shi ees 2 
51 


The following is a case from among the “excel- 
lent” fishermen. It is interesting because of the 
clear relationship between an external stressful 
situation and acute symptoms: 


Case 6.—A 42-year-old fisherman had longstanding 
complaints of mild epigastric pain and intolerence to 
fried foods. The symptoms suddenly became acute and 
no longer responded well to diet, antacids and anti- 
spasmodics, as they had in the past. The patient had 
definite epigastric tenderness on palpation, but physical 
examination was otherwise negative. Radiological ex- 
amination of the upper gastro-intestinal tract was 
negative. He began to have episodes of vomiting, 
and he then divulged that his boat had started to 
leak and that he had to have the pumps operating 
most of the time he was at sea. When he took delivery 
of a new and watertight boat, the acute symptoms 
disappeared within a few days, and he remained 
symptom-free on dietary restrictions alone. 


_ CONCLUSIONS 


The outstanding fact to emerge from this study 
is that at least 64% of the adult population had 
some psychiatric symptoms. There is no similar 
study of a complete population by a single ob- 
server, which is known to the author, and with 
which this figure can be compared. Leighton‘ 
points out the tremendous variation in final figures 
on the prevalence of psychiatric symptoms, and 
its dependence on the investigator and on the 
rating method used. Her own figures on Bristol, 
obtained by examination of hospital records and 
interviews with individuals and ia dain, passed 
65% of the population as clearly having had some 
symptoms at some time, and 14% of the popula- 
tion with no indications of symptoms in their 
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histories. Owing to the different methods of ap- 
proach, and different criteria used, the two studies 
are not strictly comparable. Nevertheless, the order 
of magnitude in the findings is the same, and 
suggests that the figures are realistic. 


However, Wittson, Strough and Smith? quote 
figures which state ‘that 38% of physicians in 
general practice see psychiatric problems in 17% 
or less of their patients, while 17% of physicians 
see such problems in 88% to 100% of their patients. 
A study carried out in Fairhaven by a physician 
in either of these extreme groups would probably 
differ greatly from the present one. 


TABLE IX.— PreEsENTING CoMPLAINTS 


Presenting complaint Male 


Female Total 
PR kin knew adenaes 10 21 31 
Abdominal pain......... 9 20 29 
Complaints resultant on 
demonstrable hyper- 
is 5 tee a 
Chest pain.............. 
Myalgia (including back 


_ 


on 
PNW Hor 


20 
11 


oro 


10 


o 
oO 
4 
3 
© 
Ss. 
&. 
77) 
we | 


7 

5 

kK e'cb eatand sas 5 
Complaints resultant on 
demonstrable peptic 


ace Beale cine ow a 
Vomiting with nausea..... 
Nausea, no vomiting... ... 
Vaginitis......... Shae diana 
Constipation............ 
Palpitations.......... pie 
Grand mal attacks....... 
TTT Tee 
DS on 5c aasceeees 
Rectal bleeding.......... 
Rak ab ig ah a0 suns 
a 5 cv aiavaeexees 
RRS it Gees cSeae as 


See DNNNWWe WP > 


Three other findings are of importance, and 
agree with those from other studies. The first is 
the much higher morbidity in females. Gordon 
and Gordon’ find a similar trend in a rapidly 
growing suburb, but there they relate it to mobility, 
which »>uld certainly not apply in Fairhaven. 
Perhaps it is caused by the lack of outlets for 
married women for many physical and emotional 
drives. For all its dangers and hardships, fishing 
is a man’s work, where he can use his physical 
and psychic energy and where, while he is free 
to go bankrupt, he is also his own master. In this, 
as in many other societies, the married woman is 
not able to realize all her potentialities and cannot 
discharge tensions in hard and concentrated physi- 
cal activity. 

The second finding is the lowered morbidity in 
old men when they are able to pursue their trade. 
The importance of this is generally recognized 
in geriatric practice. 

The third finding is the greater prevalence of 
symptoms among men who were best or worst at 
their trade, those bending before the whip of am- 
bition or threatened failure. This seems to be a 
pattern repeated in many other walks of life. 
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IMPRESSIONS 


The pereine. paragraphs deal with the ob- 
jective findings in the study. The author's own 
ideas are subjective and therefore in a different 
category. However, medicine is an art and the 
physician's impressions at the end of such a study 
might be considered of interest. 

Whatever the degree of accuracy, the findings 
emphasize, if further emphasis is needed, the 
tremendous amount of morbidity due to mental 
causes and to the chronicity of minor psycho- 
pathology. In the whole of the series it is doubtful 
whether a single patient was cured. As far as treat- 
ment is concerned there are two outstanding facts. 
The first is that everybody can be helped to some 
extent; the second, that symptoms are almost certain 
to arise again, The physician has to accept the limi- 
tations implicit in this, and if he thinks in terms 
of something he can cure he will always be frus- 
trated as the old faces reappear. We can hope and 
believe that this situation will not continue, and 
that the general practitioner will have more power- 
ful weapons in his armamentarium in the next 
few years, but at the moment we have only sup- 
portive therapy available. 

It is in the use of this supportive therapy that 
there is the most need for training and experience. 
Specialist psychiatrists and texts have little prac- 
tical advice to offer in the treatment of minor 
mental illness, and the term “supportive psycho- 
therapy” becomes a platitude without a referend. 
In an isolated practice the need for giving reality 
to this term is forced on the physician because he 
has to do much of the work which, in other com- 
munities, is carried out by the priest, the lawyer or 
the social worker. He is not well trained for this, 
and the emotional stresses are often heavy. How- 
ever, the insight he gains into the lives of the 
families he serves is of the greatest value in dealing 
with their other troubles. 

This study impressed op me most strongly the 
importance of useful work in attaining a happy 
old age. It is tragic that in so many modern societies 
old people are not ‘able to use the skills they have, 
and that they are no longer capable of learning 
new ones. Most physicians are in the same category 
as fishermen—they plan to continue to work at 
their trade, at least to some extent, until they drop 
in their tracks. They should try to ensure that 
other members of society can have the same ad- 
vantage if they wish. 

For large numbers of Canadians, the ideal of 
a free choice of physician does not exist because 
there is only one doctor within reach. Similarly, 
the rural doctor cannot refer away his less tractable 
patients. A great deal of modern medical thinking, 
both scientific and ethical, makes the tacit assump- 
tion that everybody lives an urban life near good 
hospitals, and with specialist advice readily avail- 
able. In fact this is true only of some two-thirds 
of the population. But in the field of minor psycho- 
pathology this inability of the doctor or patient to 
change is often an advantage. On the rural phy- 
sician’s side, apart from his natural desire to help 
his patients, there is the knowledge that the failure 
to remove the more acute symptoms will probably 
involve him in snowbanks or mired lanes at some 
time in the future. Similarly, the patient, knowing 
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that he cannot seek more congenial advice from 
some other physician, is more inclined to follow 
the advice he does receive. Moreover, both usu- 
ally develop, sometimes unwillingly, feelings of 
loyalty towards each other, which is of the greatest 
value in giving or receiving any kind of treatment. 


SUMMARY 


The total adult population of 274 of an island 
fishing village was examined for psychiatric symptoms 
during a two-year period. One hundred and seventy- 
four persons (64%) had some psychiatric symptoms, 
and of these 124 were psychophysiological. The 
prevalences were highest in females in the age groups 
25.to0 34 and 35 to 44; in the two groups combined, 
42 out of the 46 showed symptoms. The only age 
group where females did not have a much higher 
prevalence than males was the group aged 45 to 54 
where the prevalence among females was 67% and 
males 62.5%. 

The most common somatic symptoms were those 
connected with the gastro-intestinal, nervous and 
cardiovascular systems. In the psychophysiological 
group the most common presenting symptom was 
fatigue, and the second most common was abdominal 
pain. Among the fishermen the lowest prevalence was 
among fishermen of average ability, and the highest 
prevalence among those who were either best or worst 
at their trade. 


I gratefully acknowledge the assistance of the staff of 
the Stirling County Study and specially Dr. A. Leighton, 
Dr. D. Leighton and Dr. C. Hughes for their advice and 
encouragement. I also wish to thank the people of Fair- 
haven for their co-operation and Mr. D. B. Macklin for his 
help with the statistics. 
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RESUME 

Un omnipraticien qui était médecin du port d’un village, 
appelé pour la circonstance Faihaven, entreprit de deé- 
terminer l’importance des symptémes psychiatriques dans une 
collectivité au cours d’une période de deux ans d’observation. 
Le niveau de vie de ce io de pécheurs était satisfaisant, 
on x trouvait les commodités modernes et un degré de 
confort assez uniforme. Les habitants en tant qu’insulaires 
étaient de dispositions conservatrices et individualistes; ils 
nen devaient pas moins cependant au cours de _ leurs 
occupations s'exposer a des risques physiques et financiers 
considérables. Létat de santé de la population en général 
était bon, la_ tuberculose ayant été récemment jugulée. 
Plusieurs vieillards encore robustes étaient trés actifs a 
Yexercice de leur métier. La population de plus de 15 
ans de ce village s’élevait 4 274 ames, également répartie 
entre les deux sexes. Au total 174 personnes (64% de cette 
population) manifestérent quelques symptémes _psychi- 
atriques au cours de la période d’observation. Chez 124 
d’entre eux ces symptémes étaient d’ordre psychophysio- 
logique. La plus grande fréquence s’établit chez les femmes 
entre les Ages de 25 et 44 ans. Les symptémes somatiques 
les plus communs se rattachérent aux voies gastro- 
intestinales et aux systémes nerveux et cardio-vasculaires. 
Dans le groupe de malades psycho-physiologiques on 
observa surtout de la fatigue et des douleurs abdominales. 
Le ae moyen ne présenta que peu de symptémes 
peye jatriques mais par contre ses compagnons dont 
*habileté n’atteignait pas la moyenne ou la’ dépassait 
montrérent une symptomatologie plus riche. 
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PRECIPITATING FACTORS 
IN PEPTIC ULCER* 


J. R. BINGHAM, M.D., F.R.C.P.[C.], 
Toronto 


THE CAUSE of peptic ulcer is unknown. Whatever 
the cause, it must be intimately linked with the 
mechanism by which the gastric and duodenal 
mucosa protects itself from the digestive action of 
its own chyme. Vulnerability to ulcer will increase 
if either acidity rises or mucosal resistance de- 
creases; conversely, vulnerability to ulcer will 
lessen if acidity is reduced or mucosal resistance 
is enhanced. 

The standard method of treatment of peptic 
ulcer attempts to reduce gastric acidity and to 
enhance mucosal resistance by a careful dietary 
regimen, the avoidance of alcohol, coffee and 
cigarettes, and the use of drugs to lower acid. 
This treatment concentrates on factors operating 
locally in the stomach and, therefore, may be said 
to deal with “somatic” factors. 

In recent years there has been a growing 
skepticism about the value of a treatment confined 
to “somatic” factors. This skepticism is due 
principally to a recurrence rate of peptic ulcer 
of 80%. While such treatment is of unquestioned 
value in the acute attack of ulcer, there is no 
evidence that it cures the disease, as shown by the 
high recurrence rate. Ingelfinger,? a leading Ameri- 
can gastroenterologist, writes: “The long-term 
medical management, in brief, is so unsatisfactory 
as to be virtually non-existent. Any change could 
hardly be for the worse.” 

The growing dissatisfaction with the results of 
purely “somatic” treatment of peptic ulcer has re- 
sulted in a shift of emphasis from the treatment 
of the stomach to the treatment of the sick person 
and thus indirectly to reduce gastric secretion and 
enhance mucosal resistance, To accomplish this, 
treatment is concerned with the patient himself, 
his personality, his problems and his method of 
dealing with his problems; in other words, with 
“psychological” factors. 

This study is an attempt to examine and evaluate 
“somatic” and “psychological” factors in the clinical 
course of peptic ulcer. Patients suffering from 
chronic alcoholism were chosen for study because 
of their high exposure to “somatic” stress. They do, 
to the extreme, those things forbidden to a person 
with an ulcer, and towards the elimination of which 
the standard treatment of ulcer is directed. These 
patients usually have the worst .possible dietary 
habits, both as to type of food eaten and regularity 
of meals. Their stomachs are exposed to the 
irritant action of alcohol and to increased secretion 
of hydrochloric acid secondary to the ingestion of 
alcohol. They have a heavy consumption of alcohol; 
they all invariably smoke heavily; and they usually 
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drink much coffee. If these are of any importance 
in peptic ulcer, the fact should be indicated by 
an adverse clinical course in patients with alcohol- 
ism. 

If the “somatic” factors described above have 
any causal or contributing importance in peptic 
ulcer, we would expect to find in the alcoholic 
population the following: 

1. Increased incidence of peptic ulcer among 
people suffering from chronic alcoholism. 

2. Attacks of ulcer distress related to periods of 
excessive drinking and dietary indiscretion. 

If, however, “psychological” factors were of 
greater importance, we should expect to find in 
these patients: 

1. Emotional factors would be closely related 
to the onset and recurrence of ulcer distress. 

2. There would be no greater incidence of peptic 
ulcer among alcoholic patients than among the 
general population. 

3. Ulcer distress would not be aggravated by 
drunkenness, poor diet, smoking, etc. 

4, Ulcer distress would be relieved by alcohol 
through dilution of acid and sedative properties 
of alcohol. 

This study was undertaken to test this hypo- 
thesis. Additional observations were made on some 
of the characteristics of the emotional factors. Three 
groups of patients were studied, all of whom were 
interviewed by the author. 

Group 1. This group consisted of 430 patients 
suffering from chronic alcoholism admitted con- 
secutively to the Alcoholism Research Foundation. 

Group 2. This group consisted of 50 unselected 
patients, seen consecutively at the Alcoholism Re- 
search Foundation, who were suffering from both 
peptic ulcer and chronic alcoholism. 

Group 3. This group consisted of 50 unselected 
patients with peptic ulcer, but without alcoholism, 
seen consecutively in the author's private practice. 


TABLE I.—Cutnicau FEATURES OF Peptic ULCER 





50 patients 50 patients 
with without 
alcoholism alcoholism 
EE te ae as sony Aare bm.e whan 94% 80% 
ire. ioe ine Sls 'a a'e aieeka eed 44.4 years 44.0 years 
(19-66) (20-73) 
Duration of symptoms.......... 14.4 years 10 years 
Pain—epigastric............... 84% 86% 
—gnawing................. 58% 58% 
Ne i as 12% 14% 
Minor rhythmicity............. 96% 94% 
Major rhythmicity............. 60% 64% 


Groups 2 and 3 were similar with respect to the 
age of the patients, and the duration, type, location 
and rhythmicity of the ulcer pain (Table I). There 
were more women in the private office group, but 
the difference was not significant. 


INCIDENCE OF PEPTIC ULCER AMONG ALCOHOLICS 


Each of the 430 patients was carefully questioned 
to determine whether he had a peptic ulcer or 
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symptoms suggesting an ulcer, either present or 
past. If an ulcer was or had been present, the 
type was determined from previous roentgeno- 
grams. If only symptoms were present, they were 
carefully evaluated as to the likelihood that they 
arose from ulcer. 


Twenty-three patients, 5.3% of the 430 patients 
with chronic alcoholism, had a history of peptic 
ulcer. Three of the patients had gastric ulcer, 13 
duodenal ulcer, and 7 patients had a gastrectomy 
for ulcer, but the type of ulcer was unknown, The 
lifetime incidence of peptic ulcer in the general 
population is between 5 and 10%.* Therefore it 
would appear that peptic ulcer was no more 
common among patients suffering from chronic 
alcoholism than among the general population. 


PRECIPITATING CAUSES OF ULCER ATTACKS 


Diet, alcohol and emotional factors were assessed 
as to their relative importance in precipitating 
either the initial ulcer attack or recurrent ulcer 
attacks, in the 50 patients suffering from both 
chronic alcoholism and peptic ulcer and in the 
50 patients suffering from peptic ulcer but not 
alcoholism. The results are shown in Table II. 


TABLE II.—Preciprratinc Factors in Utcer ATTAcKs 





Patients Patients 
with without 
alcoholism alcoholism 
ND nc ck ck an Wawine 3 0 
a a ha aig 3 1 
Emotional (alone).............. 27 45 
32 
Emotional the most important. . . 5) 
Diet and/or alcohol not precipita- 
ting, emotional unknown..... 9 
Diet, alcohol and emotional not 
ae 1 4 
Insufficient data..............2 2 0 
ee eabede ed 50 50 


In the patients suffering from alcoholism, alco- 
hol alone appeared to precipitate peptic ulcer in 
three patients, diet alone in three patients, and 
emotional factors alone in 27 patients. Five other 
patients stated that while alcohol and diet played 
a part in precipitating ulcer attacks, emotional 
factors were chiefly responsible. Thus emotional 
factors played the major precipitating role in 32 
patients (64%). They may well have contributed 
to the attacks of the nine other patients who 
denied any adverse effect from diet and/or 
alcohol. 


In the control group of patients without alco- 
holism, diet appeared to precipitate ulcer attacks 
in one patient and emotional factors alone in 45 
patients (90%). In four patients the nature of 
the precipitating factors could not be determined. 


RELIEF OF ULCER PAIN By ALCOHOL 


Thirty-two of the 50 patients with alcoholism 
found that alcohol relieved their ulcer pain. In 
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some patients this relief was better than they had 
previously experienced with antacids. Only one 
patient had his increased pain from alcohol. Twelve 
patients found that alcohol had neither a beneficial 
nor a detrimental effect on pain. Five patients could 
not properly assess the effect of alcohol since they 
did not experience pain at the time of drinking 
alcohol. 


AGGRAVATION OF ULCER PAIN AFTER A DRINKING 
Bout 


While 32 ulcer patients suffering from alcoholism 
experienced immediate relief of peptic ulcer while 
drinking, 23 patients suffered from increased ulcer 
distress when the drinking bout was over. This 
delayed aggravation seemed to be related at least 
partly to the emotional] state of the patient rather 
than to the alcohol, Those patients whose drinking 
was followed by fear or guilt had the most pain. 
The following two case histories illustrate this. 


Case 1.—Mr. J.B., aged 64, up to ten years previously 
had been unmarried and carefree. He could drink 
without fear of financial repercussion or threat of loss 
of his job, and his duodenal ulcer pain was not in- 
creased after drinking. Then his outlook changed; he 
was older; employment became less easy to obtain 
and more was expected of the employee. After drinking 
he would worry whether he had jeopardized his job. 
His ulcer symptoms worsened. 


Case 2.—Mr. E.D., aged 46, was free of his duodenal 
ulcer distress during the periods of drinking. Between 
periods of drinking he would sometimes be free of 
ulcer distress and at other times he would not. He had 
observed that ulcer pain, which followed drinking, 
was related to fear of facing the next few hours without 
a drink. He described this feeling as “a helpless wait- 
ing” until the taverns opened again. If, however, he 
had provided a reserve supply of alcohol sufficient to 
see him through the waiting period he would be 
free of fear and free of ulcer pain. It is interesting 
that he was free of pain whether or not he touched 
his reserve supply. The knowledge that it was avail- 
able was sufficient. 


ALTERNATING RELATIONSHIP BETWEEN ULCER 
AND DRINKING 


In seven patients there was an interesting alter- 
nating relationship between recurrences of ulcer 
distress and episodes of drinking. During periods 
of drinking, sometimes lasting up to several months, 
these patients would be free of ulcer distress, 
hemorrhage or perforation. 

The following three short case histories are 
typical. 


Case 1.—Mr. A.R., aged 41, started drinking alcohol 
at the age of 14. The first symptoms of his duodenal 
ulcer commenced at the age of 33. Two years later 
he joined Alcoholics Anonymous and for the first time 
he achieved a period of sobriety. Unfortunately, four 
weeks after this first hard-won period of sobriety, 
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his ulcer perforated. His drinking recurred, and for 
the next six years he struggled to achieve sobriety, 
sober periods lasting up to eight months. During these 
periods of abstinence from alcohol he would suffer 
from greatly increased ulcer distress. His most recent 
sober period lasted six months. After five, months of 
sobriety his ulcer distress recurred. 


CasE 2.—Mrs. F.L., aged 59, developed duodenal 
ulcer distress at the age of 29. Since then she had 
recurrent attacks of ulcer distress relieved by alcohol. 
During her drinking periods she would be free of 
ulcer pain. At the age of 54 she finally achieved 
sobriety. With sobriety, her ulcer distress became so 
severe that a subtotal gastrectomy was performed to 
relieve her pain. She developed the post-gastrectomy 
syndrome. 


Case 3.—Mr. F.D., aged 37, developed duodenal 
ulcer distress in 1944, because of difficulty in mastering 
certain classroom subjects during his Royal Canadian 
Air Force air crew training period. By 1952 he was 
drinking a great deal of alcohol, and his drinking was 
of the typical periodical drinking pattern. These 
periodical episodes of drinking occurred three or four 
times a year. During these periodical episodes, his 
ulcer distress would disappear, only to reappear during 
sober periods. Four months after the onset of his most 
recent sober period he had a hemorrhage. 


The observations reported may be summarized 
aS follows: 

1. Patients suffering from chronic alcoholism 
had no more ulcers than did members of the 
general population. 

2. Ulcer attacks were not associated with periods 
of drunkenness. Actually such periods appeared 
to protect some patients against recurrences of 
ulcer, 

3. In most patients ulcer attacks were related 
to emotional disturbances. 

4, Alcohol relieved ulcer pain. 

These observations do not support the hypothesis 
that the “somatic” factors tested are of any causal 
or contributing importance in peptic ulcer but 
they do support the hypothesis that the “psycho- 
logical” factors are of importance. 


SoME CHARACTERISTICS OF PSYCHOLOGICAL 
PRECIPITATING FACToRS IN ULCER ATTACKS 


. 


- Any analysis of psychological factors in a psycho- 
physiological disorder must consider three things— 
the personality of the patient, the precipitating 
events, and the predominant mental state. To these 
three might be added the choice of “target” organ. 


Personality 


The personality of a patient includes the facade 
which he presents to the world and those deeper 
basic patterns which determine his adjustment to 
life. 9 

The outstanding overt feature of the personality 
of the majority of the patients with ulcer and 
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alcoholism was a parasitic dependent relationship 
to others. These patients were quite happy to 
lean on someone else and to expect someone, or 
something, to solve their problems for them. Their 
behaviour suggested passive-dependent infants 
seeking a strong mother figure to satisfy their 
needs. When threatened with the loss of a support- 
ing figure or its equivalent they readily developed 
anxiety and escaped into alcoholism. 

The outstanding overt feature of the personality 
of the majority of the patients without alcoholism 
was an attitude of “giving”. They were hard- 
working, self-sufficient, perfectionistic and success- 
ful people. They accepted responsibility and others 
leaned on them, They had what has been described 
as the “typical ulcer personality”. When threatened 
they reacted by a greater output of energy which 
often appeared as a compulsive overcompensation. 
(The term compulsive is not used to suggest the 
reaction formation of an _ obsessive-compulsive 
character. ) 


Precipitating Events 


These are events which may arise externally 
through the environment or internally from psychic 
mechanisms and which have a precipitating influ- 
ence because of their connection with traumatic 
events in the patient’s past, usually in childhood. 
They are precipitating because of a “vulnerability” 
in the patienfs personality. This interreaction 
between a precipitating event and the “vulner- 
ability” in the patient’s personality arouses con- 
flict. This relationship is similar to that between 
an infecting organism and host susceptibility. It 
is the old reaction of “seed” and “soil”. 


TABLE III.—PRrecrp1ratinac Events ASSOCIATED WITH 
Uucer ATTACKS 








Patients Patients 
with without 
alcoholism alcoholism X2* P 
Loss of security 
(economic)... . 9 20 135 > .20 
Loss of security 
(health)....... 2 2 
Loss of security 
(key figure).... 4 11 0.7 > .30 
Loss of ability 
to cope....... 5 10 0.07 >.70 
Opposition. ..... 3 2 
Undetermined 
situations pro- 
ducing affect... 9 
Bass 32 45 


*Corrected for continuity. 


The nature of the precipitating events of the 
32 patients with alcoholism and the 45 patients 
without alcoholism, whose ulcer attacks followed 
psychological disturbances, is listed in Table III. 
Because the patients in the two groups were so 
dissimilar in other respects, the similarity in pre- 
cipitating events was surprising. 
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The majority of patients in both groups had 
precipitating events involving the loss of some- 
thing that they had regarded as important to their 
security, such as loss of economic security, loss 
of security through illness, loss of a key figure, 
and what is best interpreted as loss of ability to 
cope. The loss may have been real, threatened, or 
symbolic. 

Three patients with alcoholism and two patients 
without alcoholism had precipitating events in- 
terpreted as opposition. Three patients with alco- 
holism were so vulnerable to “stress” that almost 
any difficult situation was traumatic. In nine pa- 
tients with alcoholism the nature of the conflict 
situation was not determined. 


Predominant Mental State 


The “stress” arising out of the precipitating event 
produces an emotion or feeling. This emotion may 
be experienced consciously as fear, anger, depres- 
sion, etc.; it may not be felt consciously but instead 
it may be channelled along autonomic and humoral 
pathways to produce physiological activity, or 
thirdly it may be experienced both as conscious 
emotion and physiological activity. For example, 
a patient may be angry, he may have no anger 
but instead have hypersecretion and hyperactivity 
of his stomach, or he may have both anger and 
increased gastric activity, Frequently patients have 
more than one emotion (i.e., both fear and sad- 
ness), in which event the principal emotion is 
chosen as the predominant mental state. 

The predominant mental states associated with 
ulcer attacks in the patients with and without 
alcoholism are listed in Table IV. Two important 
differences in the predominant mental states of the 
two groups were observed. Fear was more com- 
mon, and depression was less,common, among pa- 
tients with alcoholism than among patients without 
alcoholism. However, the emotions of tension and 
anger were experienced equally by patients in the 
two groups. Tension is a state of sustained muscular 
activity and therefore is not truly an emotion. 
However, because patients describe it as a feeling 
it has been included as an emotion. 

When faced with the actual, threatened or sym- 
bolic loss of something believed necessary to them, 
the patients with alcoholism rapidly became fearful 
and gave up the struggle to hold on to the valued 
object. This fear seemed to dominate all their 
activities. The value of alcohol to these patients 
was its narcotizing effect on fear. 

When the patients without alcoholism were 
threatened with a loss, they reacted by the com- 
pulsive overcompensation already described. If this 
defence failed, they became anxious, tense or de- 
pressed. The anxiety was never great and was 
much less intense than the fear of those with 
alcoholism. The tension and increased activity 
was undoubtedly motivated by fear, but this was 
not experienced at a conscious level. This tension 
helped in part to make possible the increased 
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TABLE IV.—PrREDOMINANT MENTAL States ASSOCIATED 
witTH ULCER ATTACKS 








Patients Patients 
with without 
alcoholism alcoholism X2* 
BU Sh eas 20 16 4.6 .05 
I on kin 5 14 1.9 > .10 
Depression. ..... 2 10 4.0 5 
eee 3 5 
SS eee 2 0 
(Cl 32 45 


*Corrected for continuity. 


activity and, in part, was the result of increased 
activity, A number of the patients without alco- 
holism reacted with mild depressive symptoms 
which were also assuciated with a degree of tension 
and compulsive overactivity. It is interesting that 
depression was more common and more severe 
in patients without alcoholism than in those with 
alcoholism. 


The impression of the quantitative difference in 
the amount of conscious fear between the two 
groups observed on anamnesis was confirmed by 
the Cornell Medical Index Questionnaire (CMIQ). 
The CMIQ consists of a list of questions to which 
the patients answer “yes” or “no”, and which cover 
the various organic symptoms of the body, includ- 
ing “functional” and psychiatric aspects. Patients 
with much anxiety react with a high score. The 
mean score for 15 of the ulcer patients with alco- 
holism was 45, an abnormally high figure. The 
mean score for 19 of the ulcer patients without 
alcoholism was 19, a figure within the normal 
range. 


TABLE V.—Summary oF PRINCIPAL FEATURES OF PsycHo- 
LOGICAL Factors WHICH WERE ASSOCIATED WITH ULCER 
ATTACKS IN PATIENTS WITH AND WitHouT ALCOHOLISM 








Without With 

alcoholism alcoholism 
Personality......... Active, “giving’’ Passive, “‘receiving”’ 
Precipitating events.. Loss of security Loss of security 
Emotional response.. Varied Anxiety 


The important feature of the personality, pre- 
cipitating events and emotional response associ- 
ated with ulcer attacks in the group of patients 
with alcoholism and in the group of patients with- 
out alcoholism are summarized in Table V. 


DISCUSSION 


The accepted or standard treatment of peptic 
ulcer concentrates on diet, antacids, the avoidance 
of alcohol, cigarettes and coffee, and “regular” 
living. The logic behind this regimen is the healing 
of the ulcer by the reduction of hydrochloric acid 


and the avoidance of irritating and indigestible 
food. 


Our studies lead us to question the rationale 
of this treatment. Patients with chronic alcoholism 
who ate the worst possible diets, who consumed 
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vast quantities of alcohol and coffee (both of which 
stimulate acid production ), who invariably smoked 
heavily and who led very “irregular” lives had no 
more ulcers, no more severe attacks of ulcer and 
no different ulcer history than their more abstemi- 
ous fellows. Alcohol actually relieved ulcer distress. 
Furthermore, periods of heavy drinking appeared 
to protect some patients against the recurrences of 
ulcer attacks. During periods of drinking these 
patients would be free of ulcer distress, and during 
periods of sobriety they would suffer from ulcer 
distress, haemorrhage or perforation. Further study 
of this phenomenon revealed that the protective 
action of alcohol was through its relief of anxiety 
(fear). When they drank, their anxiety was reduced 
by alcohol; when they were sober, their anxiety 
was channelled along autonomic and humoral path- 
ways (the vagus nerves and adrenal glands) to 
produce ulcer attacks, _ 

Psychological stress factors were related to the 
onset or recurrence of peptic ulcer in 64% of the 
patients with alcoholism and 90% of the patients 
without alcoholism. The different percentage in 
the two groups might be interpreted to mean that 
“psychological” factors were a more important 
cause of ulcer attacks in patients without alco- 
holism and, by inference, that “somatic” factors 
were more important in those with alcoholism, It 
is believed, however, that this difference arises 
from the difference in length of study of the pa- 
tients in the two groups. The patients with alco- 
holism were seen for only two or three interviews 
each; the patients without alcoholism were usually 
studied for many more interviews, In the author's 
experience, the longer patients are studied, the 
more often will important psychological factors 
appear. 

The personality facade of the patients with 
alcoholism was quite different from the personality 
facade of those without alcoholism. In general, the 
patients with alcoholism were ineffectual, passive 
and dependent people who readily leaned on 
others; the patients without alcoholism were suc- 
cessful, active and independent, others leaned on 
them. These latter had the so-called “typical” ulcer 
personality. 

Alexander,‘ in 1934, in his classical paper on 
the psychopathology of peptic ulcer, described 
two different personality types in patients with 
peptic ulcer which corresponded to our two types. 
He believed that ulcer patients have strong oral 
receptive wishes which are expressed unconsciously 
as a craving for love and the need for dependence 
and help. Because these “receiving” wishes are 
incompatible with aspirations for independence and 
activity, they are repressed and overcompensated. 
As a result the ulcer patient develops a conscious 
attitude the opposite to his unconscious one. Un- 
consciously he wishes to be loved and taken care 
of; consciously he is active, “giving”, independent, 
and others tend to lean on him. This description 
fits our patients without alcoholism. 
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Alexander found that not all patients success- 
fully repressed and overcompensated their “re- 
ceiving’ wishes. In some patients these wishes 
appeared more openly in consciousness as part of 
their outward personality. Such patients have an 
attitude of dependence and passivity, and they 
tend to lean on others. This group corresponded 
to our patients with alcoholism in whom a para- 
sitic “receiving” type of behaviout was dominant. 

Kapp, Rosenbaum and Romano® expanded this 
concept of Alexander’s to include three types or 
groups of ulcer patients. The patients in the first 
group had reacted to their unconscious dependency 
cravings by the mechanism of overcompensation 
described above, and, in so doing, became ambi- 
tious and successful. The patients in the second 
group reacted to similar dependent desires by 
giving in to them partially, and as a result they 
appeared passive and shy with strong feminine 
identifications. The patients in the third group, 
who corresponded to our patients with alcoholism, 
easily accepted their dependency cravings, to which 
they reacted by “acting out” with parasitic, overtly 
dependent behaviour. 

Kapp et al. commented on the fact that the 
patients in the first group were of a higher economic 
level and would not normally have been seen by 
them if they had not had emergency admission 
to the hospital. Our experience was the same. The 
private office patients were the successful and 
the independent; the free or clinic patients were 
the unsuccessful and dependent. It would appear, 
therefore, that there is no such thing as a “typical” 
ulcer personality. The personality will vary with 
the social and economic level of the patients under 
study. 

The precipitating events leading to emotional 
stress and ulcer attacks in our patients occurred 
in relation to conflict over loss of security—actual, 
threatened, or symbolic. It is interesting that a 
similar conflict over loss of security has been found 
to be an etiological factor in childhood peptic 
ulcer.® 

When our patients without alcoholism felt 
threatened (i.e., losing security) they reacted by 
overcompensation; they worked harder; they be- 
came more perfectionistic and compulsive in their 
habits. If compensation was not successful, they 
became anxious, tense or depressed. Ulcer symp- 
toms developed when these feelings reached suffi- 
cient intensity. In contrast, the patients with 
alcoholism seemed to have little powers of compen- 
sation; when threatened their feeble efforts at 
compensation rapidly crumbled and anxiety ap- 
peared early. 

Assuming that psychological stress does pre- 
cipitate peptic ulcer and that patients with peptic 
ulcer do have a specific type of emotional conflict, 
the choice of disease still remains to be explained. 
Why should these people develop peptic ulcer 
instead of, for example, migraine or ulcerative 
colitis? 
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Patients who develop duodenal ulcer may do 
so because their stomachs contain more acid- 
secreting cells than do normal stomachs’ and they 
secrete about twice as much acid as do the rest 
of the population.’ This hypersecretion seems to 
be a permanent state as it antedates the ulcer and 
persists after healing. Perhaps it is this power of 
hypersecretion which makes the stomach the vul- 
nerable organ. 


Weiner et al. have made some interesting ob- 
servations in this regard. They measured the gastric 
secretion by estimating the serum pepsinogen of 
a large number of United States Army recruits. 
They selected a group of the soldiers with the 
highest acid secretion and the group with the 
lowest acid secretion and followed these two 
groups of soldiers through the first four months 
of their army training. Presumably all soldiers 
were exposed to the same emotional stress. How- 
ever, only the soldiers with the high acid levels 
developed ulcers. 


There are two theories of the cause of this 
hypersecretion. Alexander believes that it is a 
“work” hypersecretion from psychological causes; 
others believe that it is a constitutional abnormality. 
In support of the latter view are the observations 
that the non-ulcer twins of ulcer patients have the 
same hypersecretion as their ulcer siblings,? and 
that the families of ulcer patients have more ulcers 
than do the families of people without ulcers. 
Among the author’s patients 44 ulcer patients had 
31 relatives with ulcer compared with 57 non- 
ulcer patients who had only 19 relatives with 
ulcer; a significant difference. The relatives in- 
cluded grandparents, parents, uncles, aunts and 
siblings. 

It is suggested that at least four factors contribute 
to the etiology of peptic ulcer’. Undoubtedly there 
are more. The first factor involved is the presence 
of a personality structure vulnerable to a loss of 
security. The second is a precipitating event in- 
terpreted by the patient, consciously or uncon- 
sciously, as a loss of security (actual, threatened 
or symbolic). The third factor is an emotional 
response to the danger from loss of security. The 
patient reduces or “binds” this emotion by con- 
verting and channelling it along autonomic nervous 
and humoral pathways. The fourth factor is the 
presence of a susceptible “target” organ. The 
stomach of duodenal ulcer patients is susceptible 
because of its capacity to hypersecrete when 
stimulated. 


These studies do not contribute to knowledge 
of the cause of peptic ulcer, which still remains 
a mystery, They do, however, suggest that a pa- 
tient with peptic ulcer will do better if treatment 
is directed towards the reduction of psychological 
stress factors operating in his life rather than 
towards diet, antacids and the avoidance of cigar- 
ettes, coffee and alcohol. The emphasis should 
be shifted from the sick stomach to the sick person. 
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SUMMARY AND CONCLUSIONS 


The standard medical treatment of peptic ulcer 
attempts to heal the ulcer and to keep it healed by 
careful dietary regimen, antacids, avoidance of alco- 
hol, cigarettes and coffee, and “regular” living. While 
this regimen is of undoubted value in the acute ulcer 
attack, its value in long-term treatment of ulcer is 
questioned. 

1. Patients suffering from chronic alcoholism who 
ate the worst possible diets, who consumed large 
amounts of alcohol, coffee and cigarettes, and who 
lived very “irregular” lives had no more ulcers than 
did the general population (5.3% of 430 alcoholic 
patients). 

2. Patients suffering from chronic alcoholism who 
also had peptic ulcer had no more severe or frequent 
attacks of ulcer than cid patients without alcoholism. 

3. Alcohol relieved ulcer distress often better than 
did antacids. 

4. Periods of alcoholism protected some patients 
against recurrences of ulcer distress. 

5. Psychological factors were related to the onset 
or recurrence of ulcer attacks in 77% of 100 ulcer 
patients (50 with and 50 without alcoholism) whereas 
alcohol excess or dietary abuse (and, by inference, 
coffee and cigarettes) precipitated ulcer attacks in 
less than 5% of the patients. 

The characteristics of these psychological precipitat- 
ing factors in ulcer patients with and without alco- 
holism were: 

(a) Personality: Superficially, patients with alco- 
holism tended to be passive, dependent, “receiving” 
people; those without alcoholism tended to be active, 
independent, “giving” people. Underneath this super- 
ficial layer of personality, patients in both groups were 
unduly vulnerable to loss of security. 

(b) Precipitating events: Ulcer attacks in both 
groups of patients occurred in a conflict setting in- 
volving a loss of security (actual, threatened or 
symbolic). 

(c) Emotional response: The danger from loss of 
security aroused in the patients with alcoholism 
almost in all cases a feeling of intense anxiety, whereas 
in patients without alcoholism it aroused depression, 
tension or only mild anxiety. The patients attempted 
to reduce or “bind” these feelings by channelling or 
converting them along nervous and humoral pathways, 
the end expression of which was the ulcer attack. 

It is concluded that better long-term results will 
be obtained in treatment of peptic ulcer if less attention 
is paid to diet, antacids, alcohol, etc., and more 
attention paid to psychological stress factors. The 
treatment of ulcer should be shifted from the sick 
stomach to the sick person. 
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RESUME 


Le traitement médical régulier de lulcére peptique 
cherche 4 guérir cette lésion et a la maintenir guérie par 
un régime alimentaire bien choisi, lemploi d’antacides, 
l’abstinence d’alcool, de cigarettes et de café ainsi qu'un 
régime de vie bien équilibré, Ce traitement rend indu- 
bitablement service dans les cas d’ulcéres aigus mais sa 
valeur se préte 4 certains doutes dans le traitement des 
ulcéres chroniques. On a remarqué que les alcooliques 
chroniques dont la diéte est la pire qui soit, qui ingurgitent 
de vastes quantités d’alcool et de café, qui fument d’in- 
nombrables cigarettes et ménent une vie de barreau de 
chaise, n’accusent pas plus d’ulcéres peptiques que la 
population en générale (5.3% de 480 alcooliques), Ceux 
d’entre eux qui souffrent d’ulcéres peptiques, n’ont pas 
d’attaques plus graves ni plus fréquentes que les autres 
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malades non-alcooliques. L’alcool soulage souvent les 
douleurs de lulcére mieux que les antacides, On prétend 
méme que les crises d’éthylisme protégent certains malades 
contre les réactivations de leur ulcére. Dans une série de 
100 malades dont la moitié était des alcooliques, on a noté 
ue des facteurs psychologiques étaient impliqués dans le 
aes ou la récurrence des ulcéres dans 77% des 
cas, D’autre part, l’alcoolisme ou les indiscrétions alimen- 
taires (entre autres, le café et les cigarettes) n’ont causé 
des attaques d’ulcéres que dans moins que 5% des malades. 
Parmi les traits de caractéres que l’on retrouve chez les 
malades, alcooliques ou non, qui sont portés a faire des 
ulcéres, se trouve une vulnérabilité 4 la perte de sécurité; 
lorsque cette sécurité est menacée, l’ulcére prend le dessus. 
L’angoisse ou la dépression, selon les cas, se fait jour par 
des manifestations nerveuses ou humorales. L’auteur conclut 
que dans les cas d’ulcéres chroniques, mieux vaut traiter 
le malade que son estomac. 





FLUORESCENCE MICROSCOPE 
METHOD FOR DETECTION OF 
PULMONARY MALIGNANCIES* 


FELIX D, BERTALANFFY, M.Sc., Ph.D., 
Winnipeg, Man. 


THE ACRIDINE orange fluorescence microscope 
method for cytological cancer diagnosis, which 
was introduced in recent years,’~* has been ap- 
plied to exfoliative cytology of the respiratory 
system (sputum, bronchial secretions, pleural fluid, 
etc. ). 

In extensive studies in uterine cytology the 
acridine orange fluorescence method was found to 
be at least as reliable as conventional cytodiagnostic 
techniques. At the time of writing, the diagnostic 
accuracy of the acridine orange fluorescence 
method has been established in over 15,000 
cases.* 5 ¢ 

The main advantages of the method are as 
follows: (1) Only six minutes are required to 
prepare a cytological specimen; for screening, on 
the average, three minutes. (2) A single dye yields 
a highly polychrome picture. (3) Suspicious and 
malignant cells, by their intense fluorescence, can 
be recognized after even little training. (4) Be- 
cause of the simplicity of the method and the easy 
recognition of suspicious cells, the time needed for 
training technicians is short. This is particularly 
important for population screening, where the 
shortage of personnel is a well-known obstacle 
in general application of cytological diagnosis. (5) 
Similarly, in private practice the method enables 
the physician to make a rapid diagnosis while the 
patient is waiting. 

The advantages of the method are of particular 
importance in the detection of pulmonary malig- 
nancies, where the reliability of conventional 
methods is much lower than, for example, in ex 


*From the Department of Anatomy, Medical Faculty, Uni- 
versity of Manitoba, Winnipeg, Manitoba. 


foliative cytology of the female genital tract, and 
timely recognition by large-scale screening appears 
at present the only way to reduce the appalling 
mortality rate from this disease. 


Cytochemical Basis of the Acridine 
Orange Method 


The method was developed by L. von Berta- 
lanffy and co-workers during the years 1951 to 1954, 
at the University of Ottawa, on the basis of in- 
vestigations of the role of nucleic acids in carcino- 
genesis.” * It was observed that changes of cyto- 
plasmic RNA appear to precede morphological 
changes of the nucleus upon which conventional 
methods of cytological cancer diagnosis are mainly 
based. It was further found® that fluorescence 
microscopy, using the dye acridine orange, is an 
excellent means of distinguishing the two types of 
nucleic acid of the cell. DNA of the nucleus ap- 
pears in green fluorescence, and RNA of the cyto- 
plasm, with increasing concentrations, in brown, 
reddish brown to orange to bright red fluorescence. 
Because proliferating malignant cells, which are 
engaged in active protein synthesis in the course 
of cell proliferation, are characterized by a high 
content of RNA, they present orange to flaming red 
cytoplasmic fluorescence. They are thus readily 
distinguished from the brown or reddish brown 
normal cells by low magnification used for 
scanning. 


TECHNIQUE 


The fluorescence microscope technique merely 
requires a maximum-pressure mercury burner 
(E.G. HBO 200) with appropriate filters, and 
follows a number of rapid and easy steps. The 
smears are: 

1, Fixed in ether-alcohol, 1:1 (may be omitted). 

2. Passed rapidly through graded alcohol solu- 
tions (80, 70, and 50%) to distilled water. 

3. Rinsed briefly in 1% acetic acid, then washed 
in distilled water. 
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4. Stained for three minutes in 0.01% acridine 
orange*® in phosphate buffer solution (See 5); for 
staining, an aqueous 0.10% stock solution of 
acridine orange is diluted with 1/15 M phosphate 
buffer to 0.01%. 

5. Transferred for at least one minute into 1/15 
M phosphate buffer (KH,PO, and Na,HPO, at 
pH 6) to remove excessive dye (if processed in 
batches and screened gradually, smears may re- 
main in buffer for several hours ). 

6. Differentiated for one to two minutes in 10 M 
CaCl, until] the nuclei (especially of leukocytes ) 
appear in bright green fluorescence. 

7. Rinsed with phosphate buffer and mounted 
under a cover glass in a drop of buffer. 

8. Examined with the fluorescence microscope. 

‘Steps 2 to 7 require from six to seven minutes. 


RESULTS 


With the acridine orange fluorescence method, 
normal cells from the tracheal, bronchial and 
bronchiolar epithelium (ciliated columnar cells, 
mucous goblet cells, and basal cells) and pulmo- 
nary macrophages (alveolar cells) show brown to 
dull reddish brown cytoplasm. Squamous cells 
from the oesophageal and oral epithelia (present 
in sputum) have brown or green cytoplasm, de- 
pending upon whether they originated from the 
basal or the superficial layers of the stratified epi- 
thelium. 

In contrast, malignant cells from the respiratory 
system present intense bright orange to red cyto- 
plasmic fluorescence. Owing to this distinct con- 
spicuous fluorescence, malignant cells in sputum, 
bronchial secretions and pleural fluids are readily 
recognized even with low magnifications, e.g. x 100. 

It should be pointed out that this method 
facilitates recognition and distinction of cells which 
may present difficulties by conventional diagnostic 
methods.” This particularly applies to “basal un- 
differentiated cells” and “histiocytes” (pulmonary 
macrophages ). With the acridine orange method, 
normal basal cells and macrophages show only 
dull reddish brown cytoplasm, and are thus in- 
conspicuous in contrast to the flaming orange to 
red fluorescence of suspicious and malignant cells. 

During chronic inflammations or irritations of 
the respiratory system, so-called “active” respira- 
tory epithelial cells and macrophages are some- 
times encountered. Morphologically they appear 
normal but show increased reddish cytoplasmic 
fluorescence owing to a larger RNA content of the 
cells; this presumably is associated with an in- 
crease in proliferation rate brought about by the 
irritation. Soon after the adverse condition is 
cleared up, the cells then present again show 
normal brown or reddish brown fluorescence. 

With the fluorescence method, hzmorrhagic 
smears do not present an obstacle. Erythrocytes are 


*For example, Gurr’s, obtainable at ESBE 


Laboratory 
Supplies, 459 Bloor Street West, Toronto. 
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invisible in the fluorescence picture because hemo- 
globin prevents fluorescence. 

In extensive studies the fluorescence method is 
applied to exfoliative materials from the female 
genital tract, respiratory system, pleural and 
ascitic fluids, urine, and many others. Comparison 
of diagnoses with those obtained by conventional 
cytodiagnostic techniques on similar material 
showed that the fluorescence method is at least as 
reliable for diagnosis of malignancies in routine 
exfoliative materials. 


SUMMARY 


A’‘method for the diagnosis of pulmonary malig- 
nancies by exfoliative cytology, using fluorescence 
microscopy, is described. This simple and _ rapid 
method introduces new diagnostic criteria of malig- 
nancy, and facilitates recognition of malignant cells in 
sputum, bronchial secretions and pleural fluids. 


This work is supported by research grants from the 
National Cancer Institute of Canada and the Damon 
Runyon Memorial Fund for Cancer Research. 

The author is especially grateful to Dr. D. W. Penner, 
Head, and Miss R. McAndrew and Miss J. Trautman of 
the Department of Pathology, Winnipeg General Hospital, 
who supplied the exfoliative material necessary for this 
investigation. 
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RESUME 


L’auteur décrit l’application aux néoplasmes pulmonaires 
d'une méthode diagnostique basée sur la cytologie exiolia- 
trice et la fluorescence de l’acridine orange en microscopie. 
Cette méthode simple et rapide apporte de nouveaux 
critéres dans le diagnostic du cancer et facilite le dépistage 
des cellules malignes dans les expectorations, les sécrétions 
bronchiques et les épanchements pleuraux. 





THE EXTRA CHROMOSOME IN 
MONGOLISM 


Lejeune and others in Paris, France, reported last year 
the discovery of an extra chromosome in tissue cultures 
from several persons with mongolism. Soon thereafter, 
Jacobs and associates in Edinburgh, Scotland, examined 
the somatic chromosomes in six typical persons with 
mongolism and found that in all of them the diploid 
number of chromosomes was 47 (Lancet, 1: 710, 1959). 
This finding has been confirmed elsewhere, and it is now 
considered established that children with mongolism have 
47 chromosomes. The normal number of chromosomes in 
human beings is 46. 

However, Warkany (J. Pediat., 56: 412, 1960) points 
out that the story has not reached an end, and that the 


39 theories of the past will probably now be replaced by 
“over 40 new theories”. But this new approach will lead 
to a better understanding of the disease. 
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PRODUCTION OF CARDIAC ARREST 
BY AN ELECTROLYTE SOLUTION* 


A PRELIMINARY REPORTt 


EMILE BERTHO, M.D., F:R.C.S.[C.],¢ 
Chicoutimi, Que. 


Topay almost all cardiac lesions can be helped by 
some form of surgery, and in particular by open 
heart surgery. In a number of operations on cardiac 
malformations, such as interventricular communica- 
tions, tetralogy of Fallot, and abnormalities of the 
coronary vessels or aortic valves, it often becomes 
necessary to interrupt the coronary circulation and 
to induce cardiac arrest, either to prevent the blood 
from flooding the lesion or to locate the lesion more 
easily, or simply because the surgery is to be carried 
out on the coronary. vessels. 

Until very recently, production of cardiac arrest 
by using a 25% solution of potassium citrate (2 c.c. 
diluted in 18 c.c. of blood) has been the popular 
method. This method of producing cardiac arrest 
was worked out by Melrose in England and used in 
a human for the first time in 1956 by Kolff and 
Effler at the Cleveland Clinic. This method is now 
being generally abandoned. It increases the in- 
cidence of atrioventricular block and causes myo- 
cardial damage (experimentally and in the human, 
after potassium citrate arrest, there are foci of 
necrosis, and after prolonged arrest the arterial 
pressure returns to normal with difficulty). When 
this type of cardiac arrest is used now, it is em- 
ployed only for periods of 15 to 20 minutes. At 
the Congress of the American College of Surgeons 
held in Atlantic City in September. 1959, the 
question was asked: “Are there surgeons who still 
use potassium citrate arrest?” Only four out of 
400 surgeons present answered “Yes”. 

Production of cardiac arrest by use of acetylcho- 
line was introduced in Detroit at the Henry Ford 
Hospital, by Lam, and it also is now regarded 
with less favour. The cardiac arrest is incomplete 
and is finally expressed by an anoxic arrest. 


The anoxic form of cardiac arrest is now widely 
used. The coronary circulation is interrupted for 
15 to 20 minutes, with good recovery of all the 
functions of the myocardial fibre. This type of 
arrest can be repeated after a few minutes. 


No one of these methods of producing cardiac 
arrest is satisfactory. The cardiac arrest produced 
by hypothermia appears better, because experi- 
mentally and clinically it fulfills these three criteria: 
(a) more prolonged cardiac arrest, (b) defibril- 
lation with low voltage, and (c) return of strong 
and regular cardiac beats and re-establishment of 
normal arterial pressure without medication. 


*Ionosol T (Abbott). © 


+Study carried out at the Hétel-Dieu St-Vallier Hospital, 
Chicoutimi. 


tChief Surgeon, Clinical and Experimental Cardiovascular 
Department. 
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The team at the University Hospital of Minne- 
apolis produce this form of cardiac arrest by using 
300 to 500 c.c. of oxygenated blood cooled to 12° 
to 5° C., which is injected into the ascending aorta 
in three to five minutes. The arrest is effective for 
at least 40 minutes, with apparently complete re- 
covery of myocardial function. 

Shamway and his coworkers produce cardiac 
arrest by cooling the outside of the heart with a 
cold glucose solution, and they obtain apparently 
full recovery of myocardial function after an arrest 
of from 50 minutes to one hour. 

At the Heart Institute of Bethesda, cardiac arrest 
is induced by injecting a cooled Ringer-type solu- 
tion into the ascending aorta. The results obtained 
appear to be excellent after a 40 to 50 minute 
cardiac arrest. 

In the laboratory of the Hétel-Dieu St-Vallier 
Hospital, Chicoutimi, these different methods of 
cardiac arrest have been used, with varying degrees 
of satisfaction. We are searching for a method 
which will cause the least possible trauma to the 
myocardium. 

Since the beginning of September 1959, the 
following electrolyte solution* has been used: 

Glucose 5% 

Na+ 40 mEgq,./I. 
K+ 35 mEq/I. 
Cl- 40 mEq,./I. 
HPO-15 mEq./1. 
Lactate—20 mEq./1. 

Fourteen dogs weighing from 8.5 to 22.5 kg. 
were subjected to cardiac arrest by this solution. 
One hour after premedication (1/6 grain of mor- 
phine and 1/150 grain of atropine), they were anzs- 
thetized by intravenous thiopental and intubated. 
Until the thorax was opened they breathed on 
their own. Then, artificial respiration was _ insti- 
tuted, using an automatic adjustable apparatus with 
compressed air. The anesthesia was always kept 
very light. The arterial pressure was taken from 
the femoral artery and recorded, as were the elec- 
trocardiographic and electroencephalographic re- 
sults. The temperature was recorded continuously 
by means of a rectal thermo-couple, the dog lying 
on the mattress of the “Thermorite” machine. 

Before administering anzesthesia and before and 
after performance of cardiopulmonary bypass, the 
blood of the dog operated upon and that of the 
donor dog were tested in regard to: (a) complete 
blood picture, including plasma hemoglobin de- 
termination and platelet count; (b) determination 
of electrolyte values, including those of sodium, 
chloride, potassium and alkaline reserve; (c) de- 
termination of dosage of the volume of oxygen and 
carbon dioxide, partial pressure of CO,, and pH 
of venous and arterial blood; (d) electrophoresis. 

In this communication, we present only the 
results of the platelet count and the plasma hemo- 
globin studies, The other tests will be recorded in 


*Ionosol T (Abbott). 
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TABLE I.—Swrvivat 57.2% 

















j 
































































































































| Pressure | Plasma Blood 
Period of Flow | Flow before |Hb. value| platelet count 
| Dog | Perfusion| cardiac | rate/ rate/- and before before Type of 
Date |. No.| No. | Weight| time | arrest minute |min./Kg.| during |and after) and after operation Cause of death 
g. | min. sec.| min. sec. | | 
B= 20 | B=20 | B=200,000 Hemorrhage from poste- 
2/9/59 | 1 74 | 8500 49 50)| 26 800 c.c. 88 c.c.| D= 80 | A=30 | A=120,000 RV + RVP rior ascending aorta 
| B= 90 | B=20 | B=180,000 RV Hemorrhage from poste- 
3/ 9/59 2 | 130 | 8500 74 30) 38 | 850 c.c. | 100c.c.| D= 95 | A=30 | A=120,000 rior ascending aorta 
B=130 | B=20 | B=230,000| RV +RVP 
10/ 9/59 3 | 129 |10,500 71 15 | 47 25] 800c.c. | 80 c.c. D=105 | A=30 | A=200,000 +IVCP 
B=140 | B=20 | B=200,000 RV + RVP 
15/ 9/59 | 4 | 140 |20.200 | 74 15] 43 | 1600 c.c.| 80c.c. | D=100 | A=30 | A=210,000 + IVCP 
B= 90 | B=20 | B=195,000 
16/ 9/59 5 | 127 1500 59 20] 33 900 c.c.| 60¢.c.| D=100 A=30 A =250,000 RV + RVP 
B=120 | B=20 | B=200,000 RV + RVP_ | Hemorrhage from poste- 
22/ 9/59 | 6 | 159 | 9600 | 100 30] 51 800 c.c.| 80c.c.| D=100 | A=30 | A=195,060 + IVCP | rior ascending aorta 
| B=110 | B=20 | B=240,-7°0 | RV + RVP 
26/ 9/59 7 | 161 | 9450 60 35 | 37 800 c.c.| 80c¢.c.| D=100 | A=30 | A=150,000 +IVCP 
B=100 | B=20 | B=210,000 RV + 
6/10/59 8 | 168 |11,200 | 60 10] 44 | 880c.c.| 80c.c.| D= 90 | A=30 | A=210,000 | RVPX2 
B= 90 | B=20 | B=200,000 150 c.c. physiological sa- 
8/10/59 | 9 | 128 | 9700 | 72 30] 50 20] 800c.c.| 80c¢.c.} D=130 | A=30 | A=180,000 | RV+RVP line (ecchymotic heart) 
| | | B=100 | B=20 | B=195,000 | | 
13/10/59 | 10 | 155 | 1800 | 62 10| 40 10 | 1000c.c.| 55¢.c.| D= 90 | A=40 | A=190,000 RV + RVP 
B=110 | B=20 | B=180,000 150 c.c. glucose solution 
15/10/59 | 11 | 164 |15,250 | 59 | 30 10 | 1200c.c.| 80¢.c.| D= 95 | A=30 | A=190,000 RV + RVP (ecchymotic heart) 
B=120 | B=20 | B=210.000 RV + RVP 
22/10/59 | 12 | 147 \16,500 | 62 35 36 1280 c.c.| 80c.c.| D= 85 | A=30 | A=180,000 + IVCP 
| | | B=175 | B=20 | B=250,000 Graft on Hemorrhage at the site of 
27/10/59 | 13 | 170 |17,750 | 62 10 43 15 | 1050c.c.| 58¢.c.| D=100 | A= A= | ascending aorta | graft 
| | B=160 | B=20 | B =200,000 Graft on 
3/11/59 | 14 | 135 |22,500 | 57 05 37 40 | 1660c.c.| 72¢.c.| D= 70 | A=30 | A=170,000 | ascending aorta | 
Mean | | | 66 08| 39 47 | | | 


RV_ Right ventriculotomy. 
RVP Right ventriculotomy and patch. ; ; 
IVCP—Interventricular communication with interventricular patch. 


a later, more extensive study including at least 
200 experiments carried out in the department of 
experimental cardiovascular surgery since the 
opening of this department at the beginning of the 
year. 

The artificial heart-lung used is that of the Uni- 
versity Hospital of Minneapolis (bubble oxygenator 
with Sigma-motor pump). This artificial heart- 
lung has always been-filled with 1500 c.c. of blood 
taken from a single donor dog. Most of these 
donor animals survive. Blood groups were never 
checked: in the dog, blood group incompatibilities 
are rare, in fact, 10% at the most. 

In all cases a thoracotomy was performed in the 
right fifth intercostal space and the venous and 
arterial cannulations were carried out as usual for 
cardio-pulmonary bypass. Before commencing the 
bypass 1.5 mg. of heparin per kg. was injected and 
after the bypass 3 mg. of protamine per kg. was 
given. 

The following results summarized in Table I 
were obtained: The duration of the perfusion varied 
from 49 minutes and 50 seconds to 100 minutes and 
30 seconds, averaging 66 minutes and 0.08 second. 

The blood output of the pump was from 55- 
100 c.c. and the oxygen output of the oxygenator 
was 2.5 to 3 times the volume of blood output. 
During the period of circulation the arterial pres- 
sure always stayed around 80 to 100 mm. Hg. It 
increased regularly by 10 to 20 mm. Hg with 
clamping of the ascending aorta. 


Cardiac arrest was induced by injecting into 
the clamped ascending aorta 30 to 50 c.c. of the 
electrolyte solution cooled to from 5° to 0° C. 
During cardiac arrest there were always a few 
wavelike movements of the myocardium. The 
cardiac arrest lasted 24 to 54 minutes, with an 
average of 39 minutes and 47 seconds. When blood 
was allowed to circulate in the coronary vessels, 
ventricular fibrillation always appeared, and 
within one to two minutes it spontaneously became 
rapid and strong. Defibrillation was obtained three 
to four minutes later by use of low voltage (60 
volts and 1/10 of a second) and one single shock. 
Cardiac contractions always followed and rapidly 
became regular and strong, with a myocardium of 
normal colour. There were two exceptions (dogs 
128 and 164). One dog had received 150 c.c. of 
glucose solution cooled to 0° C. and the other was 
given 150 c.c. of physiological saline solution also 
cooled to 0° C., because we wondered whether any 
cold solution could cause cardiac arrest. In these 
two cases, however, we had to add 50 c.c. of the 
cold electrolyte solution to the ascending aorta 
to produce cardiac arrest, and defibrillation was 
obtained by using a voltage of at least 150 volts 
and after repeated shocks. On the other hand, in 
order to maintain normal arterial pressure it was 
necessary to inject adrenaline and then nor- 
adrenaline continuously, Finally, the hearts became 
black and appeared necrotic. They stopped beating 
at two hours and three hours postoperatively. 
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_ Fig. 1.—Dog 170, graft of ascending thoracic aorta and 
interventricular patch. 


Three dogs (74, 130, 159) died as the result of 
hemorrhage from the posterior ascending aorta: 
the needle used to induce cardiac arrest was not 
protected and pierced the posterior wall of the 
aorta. In these cases, however, the heart had a 
good colour and regular strong contractions; the 
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Fig. 2.—Dog 147, right ventricular and interventricular 
patches 31 days postoperatively. 
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pressure remained normal without use of medi- 


cation until the moment when we stopped replacing 
the blood loss. 


One dog (170) had a graft of the ascending 
aorta (DeBakey graft) and died from hemorrhage 
at the site of the graft. The blood passed through 
this graft as if it were a sponge. In this case, how- 
ever, regular and strong heart beats had restarted 
and a normal arterial pressure was maintained as 
long as the blood loss was replaced. 

During the period of cardiac arrest different 
operations were performed: 14 right ventriculo- 
tomies, 12 patchings in the infundibular region of 
the right ventricle, five interventricular communi- 
cations with interventricular patch, and two grafts 
of the ascending aorta. 

We would like to mention that during the carry- 
ing out of bypass circulation we always cannulated 
the left auricle to avoid overdistension of the left 
heart and the pulmonary vascular bed. 

Fig. 2 shows the heart of dog 147 whose death 
31 days postoperatively was due to infection of the 
thoracic wall causing acute pneumothorax. The 
temperature of the heart was measured by the 
needle of the thermocouple. Before the injection 
of the electrolyte solution it was regularly around 
33-34° C. Immediately after cardiac arrest it was 
14-16° C., then rose to 25 to 30° a in 5 to 10 
minutes, and reached 32 to 33° C. in 25 to 30 
minutes. 


The percentage that finally survived—that is, were 
alive one month postoperatively—was 57.2. -Post- 
operative blood loss through the thoracic drain 
was from 58 to 308 c.c. and the thoracic drain was 
always removed in the evening. On the evening 
of the day of operation the dog can walk and will 
go towards a dish containing water and will drink. 
The laboratory examination always gave essentially 
similar results before and after the bypass pro- 
cedure. Before bypass plasma hemoglobin value 
was 20 mg./100 c.c, and after bypass it never 
exceeded 40 mg./100 c.c. As shown in Table I, the 
number of platelets never showed a considerable 
fall. Cardiac arrest induced by this method is 
probably due to hypothermia and also to the 
potassium contained in the solution (approximately 
1 mEq. per 50 c.c. of solution). The phosphates 
contained in the solution certainly exert a favour- 
able effect during cardiac arrest. Gott and his co- 
workers have in fact demonstrated that after potas- 
sium citrate arrest the phosphate content of the 
myocardium decreases. 

This is, of course, a preliminary study and we 
plan to expand this research by varying the electro- 
lyte components of the solution. Cardiac arrest 
during cardiopulmonary bypass always constitutes 
a threat to the myocardial tissues. The ideal method 
of cardiac arrest remains to be discovered. This 
method will be found when, after being arrested, 
the heart will resume fully its functions of excita- 
bility and contractility. This problem will be solved 
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by experimentation in close collaboration with 
surgeon, physiologist and biochemist. 


We wish to thank in particular Dr. W. Lachance, 
hematologist, Dr. M. Bélanger, biochemist, and Dr. J. 
Bruneau, anatomo-pathologist, for their close collaboration 
in the various examinations carried out in their respective 
fields during our work in experimental cardiovascular sur- 
gery. We would also thank the team of our immediate 
collaborators: Miss Charlotte Lavoie, R.N., Miss Jeanne 
Viel, R.N., Miss Jacqueline Gilbert, R.N., Miss Solange 
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CASE REPORT 


ABO BLOOD GROUP ALTERATIONS 
IN LEUKAEMIA 


LEONARD V. CROWLEY, M.D.* and 
RONALD C, MUNKITTRICK, M.D.,t 
Burlington, Vermont, U.S.A. 


In 1957, we encountered an unusual blood sample 
in a patient with acute leukemia. The blood was a 
group A, but had a large population of non- 
reactive cells. This observation was of interest to 
us at the time, in view of the report by van 
Loghem, Jr., Dorfmeier and van der Hart' of an 
alteration in the reactivity of the group A antigen 
in a patient with acute leukemia. However, in our 
case, the alteration in erythrocyte agglutinability 
affected only about 20% of the cells, in contrast 
to the case of van Loghem in which the change 
in reactivity involved the majority of the cells. The 
death of our patient prevented prolonged observa- 
tion of this phenomenon, and it was not possible 
to state whether this non-reactive cell population 
would have remained stable or would have in- 
creased progressively until eventually it would have 
reached the stage described by van Loghem. 
Recently, cases of acute leukemia have been 
described in which the alteration in erythrocyte 
agglutinability affected only a proportion of the 
total circulating blood cells,” * of the type that we 
have encountered. In addition, acquired alterations 
in the group B antigen have also been described.‘ 
In view of the current interest in acquired altera- 
tions in erythrocyte ABO antigens, we present our 
observations in the case that we have encountered. 


*Associate Professor of Pathology, University of Vermont 
College of Medicine, and Pathologist, Mary Fletcher Hospital, 
Burlington, Vermont, U.S.A. 


tAssistant Pathologist, Ottawa Civic Hospital, 


Ottawa, 
Canada. 


RESUME 

L’auteur s'est intéressé Aa la production de Tlarrét 
cardiaque chez le chien par injection d’une solution con- 
tenant des ions multiples et connue dans le commerce sous 
le nom d'Ionosol T (marque déposée). Il ne présente ici 
que la numération des plaquettes et le dosage de I’hémo- 
globine du plasma chez ces animaux, se réservant de publier 
en détail plus tard ses autres déterminations. Le procédé 
comprend Vinjection de 30 a 50 cc. de solution froide dans 
laorte ascendante produisant un arrét d’une durée moyenne 
d’environ 40 minutes. Avec le rétablissement de la circula- 
tion coronarienne on observa dans chaque cas une période 
de fibrillation ventriculaire que l'on combattit a Taide du 
défibrillateur électrique. Quatre chiens moururent d’hémor- 
ragie. On n’observa qu'une légére élévation de Vhémo- 
globine du plasma au cours de l’intervention et la diminution 
du nombre de plaquettes ne fut jamais de grande impor- 
tance. 


L.T., a 61-year-old man, entered hospital in April 
1957, because of weakness and fatigue. A diagnosis 
of acute leukemia was made at that time. Hzmato- 
logically the leukemia was unusual because of pro- 
nounced erythroid hyperplasia in the bone marrow 
associated with disordered erythrocyte maturation. 
Complete clinical data are described elsewhere.5 The 
patient’s blood groups were: A,, Rh positive, CDe/cDE, 
MN. Anti-B isoagglutin was present in the serum and 
there were no irregular iso-agglutins or non-specific 
cold antibodies. The direct Coombs test was negative. 
Because a secondary hemolytic anemia associated with 
the acute leukemia was considered likely, an Ashby 
erythrocyte survival study was planned employing 
Group O blood, in order to evaluate the extent of the 
suspected hemolytic component. However, a_pre- 
liminary “blank count” of the patient’s blood sample 
revealed an unagglutinated cell count of approximately 
250,000 per c.mm., or about 20% of the total circulating 
red cells. The agglutination of the cells was not im- 
proved by using anti-A+B (group O) serum. In our 
experience with group A, blood, “blank counts” em- 
ploying potent commercial anti-A grouping serum 
generally average only a few thousand cells. Therefore, 
it was presumed that the patient had been transfused 
with group O blood shortly before he was referred for 
evaluation. The blood was also unsuitable for survival 
studies by differential agglutination employing the MN 
system, since a “blank count” on the patient’s blood 
sample using a potent anti-M serum also revealed an 
excessive number of unagglutinated cells. Eventually, 
a red-cell survival study was performed employing 
a small volume of radiochromium labelled red cells. 
It revealed an erythrocyte survival of approximately 
50% of normal. A detailed record of previous blood 
transfusions was obtained and indicated that the 
patient had received transfusions intermittently since 
1955. However, contrary to expectations, the patient 
had received group A blood and the last transfusion 
was administered three months before he came under 
our observation. Moreover, in view of the mild hzemo- 


_ lytic anzemia, no transfused cells would be expected 


in this patient’s circulation at the time our initial studies 
were performed. 

In addition to changes in the reactivity of the A 
antigen in the blood specimen, quantitative differences 
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were detected in the MN system. The unagglutinated 
population reacted much more weakly with anti-M 
typing serum. No other differences were detected in 
the reactivity of the two cell populations. 

The patient died of his disease approximately three 
months after the diagnosis of acute leukemia was 
established, and no further studies were performed. 


DISCUSSION 


Until recently it had been assumed that the fully 
developed erythrocyte A and B receptors remained 
relatively unchanged throughout the life of the indi- 
vidual. The recent reports of acquired alterations 
in erythrocyte ABO groups indicate that this con- 
cept requires modification. The patient described 
by van Loghem and his colleagues had an acute 
myeloblastic leukemia. The erythrocytes of the 
patient manifested only a very weak agglutination 
with anti-A and with anti-A+B (group O) serum, 
although a strong A antigen was demonstrated in 
the cells by absorption and elution tests. The 
interesting feature in this case was the fact that 
an ABO grouping of this patient two years pre- 
viously revealed a normal A antigen. These authors 
suggested that the patient’s blood group had 
changed in the course of his disease. A similar 
case was described by Stratton and associates® in 
a patient with hypoplastic anzemia. 


Our case apparently represents this same phe- 
nomenon, in which only a portion of the red cell 
population was affected. This phenomenon would 
have escaped detection in routine blood grouping, 
and the blood sample would have been interpreted 
as A,, if the “blank count” preliminary to the Ashby 
red-cell survival study had not demonstrated the 
large population of unagglutinated cells. It has 
been suggested that, in leukemia, acquired altera- 
tion in erythrocyte agglutinability reflects a somatic 
mutation of the group A gene, affecting a variable 
proportion of the red cells depending upon the 
extent of invasion of the hematopoietic system.* 
However, Moskowitz and Carb’ have demonstrated 
that the agglutinability of red cells may be inhibited 
without alteration or destruction of the red cell 
antigens. They suggest that variation in agglutin- 
ability may not have a genetic basis, but rather 
may be due to acquired alterations affecting the red 
cell surface without any basic change in the anti- 
genic composition of the cells. This concept would 
explain the discrepancy between the weak agglu- 
tinability and the good antibody-absorbing capacity 
of the altered cells. Our present case lends some 
support to this latter hypothesis. Our patient's dis- 
ease was characterized by a profound disturbance 
of erythropoiesis as manifested by many atypieéit 
and abnormal megaloblasts in the marrow ast 
as by many morphologically abnormal e 
circulating in the peripheral blood. It. 
that the disordered erythropoiesi 
formation of a population of cirg@iiiie gemmewhich 
were abnormal in their aggl Seaeewvell as in 
their morphological charg 
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SUMMARY 


A case of an acquired alteration in ABO blood group 
agglutinability is described in a patient with acute 
leukemia. The alteration affected approximately 20% 
of the circulating cells and the proportion of non- 
reactive cells remained ‘unchanged during the three- 
month period of observation. This case apparently 
represents the same phenomenon described by van 
Loghem, affecting only a proportion of the red cell 
population. This altered agglutinability probably re- 
flects an acquired abnormality in the red cell surface 
rather than a fundamental change in erythrocyte anti- 
gens. 
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SPECIAL ARTICLE 


REHABILITATION IN INDUSTRY* 
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THE REHABILITATION of the handicapped and the 
more efficient utilization of this manpower in 
industry are both a responsibility and an oppor- 
tunity to those who shape personnel policies in 
industry, those in charge of industrial health and 
safety, physicians and paramedical personnel 
specializing in rehabilitation, the community at 
large, industry, unions and government. 

Today we are able to do more than ever before 
in overcoming the crippling after-effects of injury, 
disease, and congenital deformity. The advances 
of medical knowledge in recent years and research 
activities in accredited rehabilitation institutions 
enable us to evaluate the sgundness of policies and 
procedures better, to veal, that which is sound 
and to reassess facto Sd xe negative in results. 

Thus it is possibleje@giigmmew hope to thousands 
of people whaoy stan a generation ago, 
would have - off as beyond help. The 
support 9se to them and all others 
conce ; welfare of their fellow citizens 
mayus son new dimensions. While many 
-progressively becoming aware of what 
ne in the realm of rehabilitation, they 
be inclined to think of it as an expensive 
i e evolved solely from an altruistic feeling. 
a 
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In our highly industrialized country, with the 
advances in rehabilitation techniques, the expand- 
ing economy and the rising standard of living, 
we can look forward to considerably improved 
methods of assistance. Rehabilitation of the handi- 
capped can no longer be successful on a purely 
humanitarian basis without functional, adequate 
and well-organized programs. Therefore, this paper 
will not deal with the problem of disability from 
the standpoint of ethics. On the basis of scientific 
contributions and experience, the intent is to 
explore what has been done and what is most 
recommendable with regard to rehabilitation in 
industry today. 

The economic foundations of rehabilitation will 
be considered first because of their direct bearing 
upon our way of handling the problem of physical 
impairment and their impact upon disabled indi- 
viduals. Physically handicapped men and women 
are entitled to the best rehabilitation services that 
can be provided, and there are few people today 
who would deny them the opportunity for maxi- 
mum restoration of physical, mental, social and 
economic function. Pension and disability allow- 
ances might provide the individual with a mini- 
mum purchasing power. Yet there is no satisfaction 
in a personal income that provides merely the 
absolutely essential goods and services. The dis- 
abled wants his revenue to allow also for invest- 
ments in his own abilities, family and community. 
He is fully aware that he must have a minimum 
standard of living if he wants to help shape the 
policies of the world in which he lives in a responsi- 
ble and effective way. He may wish to ak det 
because it appears to be the best means of expres- 
sing his personality or creative energy, if not for 
financial gain. 

Present rehabilitation methods and the almost 
incredible degree of specialization and intricate 
division of labour prevailing in many countries 
have all contributed to increased opportunities for 
absorption of the disabled into the working force. 

Rehabilitation is an investment, and this under- 
lying economic aspect has proved so sound that 
a number of insurance companies have adopted 
the rehabilitation approach to the settling of claims 
rather than the purely financial settlements which 
leave the injured person with some money perhaps 
but with his disability unchanged. Likewise, 
several Workmen’s Ca sation boards in Cana- 
da and the U.S.A. ehabilitation services 
to supplement the * 
hospital system. Thé™ 
habilitation Centre operfit®ae® 
Compensation Board of OntéMi % 
an outstanding example of this? a 

Those responsible for production ®ogts, - 
include corporation taxes, and the “WofRe 
are all tax-payers, might be intereste@¢o" 
some figures showing how rehabilitation catt BO*2 
sound financial investment in human resottee’. 
According to Canadian information available on“a 
group of 1000 seriously disabled persons rehabili- 
tated in 1955, Ian Campbell‘ reports that the first 
630 cases concerned and their dependents had 
received annual disability and maintenance allow- 
ance transfers of about $283,000. In their first year 
of employment following rehabilitation, the total 
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revenue of the group reached $1,200,000. Their 
contribution to public funds and collective govern- 
ment investments for years to come will pay 
astonishing dividends on rehabilitation cost. 

These figures can easily be pro-rated to a sizable 
proportion of our million Canadian handicapped 
people who could be given the opportunity to be 
self-supporting. Let us use U.S.A. statistics to 
demonstrate the financial value of rehabilitation. 
In 1951, 66,000 handicapped persons were rehabili- 
tated. More than 8000 of these received financial 
assistance to the sum of $5,700,000 annually. The 
expenditure of $4,000,000 to rehabilitate them is 
less than three-quarters of what it would have cost 
to maintain them for one year. Furthermore, their 
earnings in the first year following rehabilitation 
were approximately $40,000,000 and they pay an 
estimated $1,000,000 annually in federal income 
taxes. That is, $1,000,000 return on public invest- 
ment from rehabilitated disabled workers plus a 
national cost reduction of $5,700,000 which would 
have been spent for maintenance of this group in 
one year alone had they not been rehabilitated. 

Such results are contingent upon the quality 
and continuity of rehabilitation services provided 
from the onset of the disease to resettlement. Physi- 
cal training, industrial workshops, vocational train- 
ing and placement are all necessary steps in the 
process and all of them are interrelated and must 
be co-ordinated at the level of planning, as well 
as at the level of individual rehabilitation. Medical 
rehabilitation remains the cornerstone of this work, 
but it must be integrated with industrial rehabilita- 
tion, or else, without proper placement, all efforts 
may be futile. 

Let us examine the concept of total medical care 
with rehabilitation as its ultimate goal. Nowadays 
it refers to the relief of symptoms, and extends to 
the restoration of function and return to normal 
living. This is the normal course of events in a 
patient with pneumonia, appendicitis or a simple 
fracture. But when an individual has a limb ampu- 
tated, or a cerebral hemorrhage accompanied by 
hemiplegia, his return to normal living may be 
extremely complicated owing to a permanent dis- 
ability and its subsequent psychosocial impact. 
Wherever full restoration is denied, considerable 
recuperation can still be gained, and through the 
application of physical medicine and psychosocial 
techniques, the patient can be helped to converge 
all his faculties to attain the maximum degree of 
functional rehabilitation. 

To overcome the remaining disability, two other 
sets of methods have been developed. The first 
consists of teaching the patient compensatory 
ways to achieve his maximum if not full function. 
For instance, the kinesthetic sense in the blind 
is developed to a far greater degree than in 
sighted persons. The second brings forward the 
possibilities of substitution and retraining in the 

sg of a limb. This includes employment of muscle 
Blantations, new reflex patterns, trick motions 
Sm-training a right-handed hemiplegic to use 
eft. Matid. to eat, write and so forth. Improved 
“prosthetics enable us to provide 
Hes. Orthopzedic appliances help 
M@eacles and, for other patients, 
of considerable assistance 
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in performing activities of daily living, such as 
eating, writing, toilet, dressing and undressing. 
Recuperation of functions, substitution and 
compensation are all geared to obtain maximum 
function mot only of a damaged organ, but also 
of the whole patient. As pointed out by Main, 
“This final target in the treatment of human ills 
is not always capable of realization to the full, and 
it is well to regard rehabilitation as that phase of 
the continuous unending process of biological ad- 
aptation between man and his environment that 
follows any experience such as illness, which alters 
or damages the capacities of the individual.” Thus, 
rehabilitation must rely upon the contribution of 
psychosocial techniques, industry, and the com- 
munity at large; otherwise the handicapped may 
experience enormous difficulties in trying to reach 
2 Sey level of adaptation in a productive 
ife. 
’ Here we must be fully aware that work efficiency 
does not depend on anatomical perfection but 
rather on the ability of a worker to perform a 
particular job. Physiologically, man can live with 
half of one lung, a third of one kidney, 1/64 of a 
liver, half the normal volume of blood and with- 
out a stomach and, although far from whole ana- 
tomically, he can still function effectively. Likewise, 
handicapped workers have repeatedly demonstrated 
that many of them can attain a level of functional 
rehabilitation that will enable them to cope with 
the demands of competitive employment. 
Therefore there is no reason why the handi- 
capped should not be given the same opportunity 
as the non-handicapped in industry. The basic 
principles of selective placement apply: (1) match 
skill, experience, training responsibility and person- 
ality traits of the individual with the job; (2) 
respect the interests and freedom of choice of the 
candidate, Otherwise the motivation and emotional 
stability of the worker cannot be maintained. 
One of the reasons often given by employers for 
failure to make use of handicapped workers is that 
their insurance rates may be increased if they hire 
a disabled person. This belief is based on a mis- 
understanding of the compensation procedures, 
since the employment of impaired workers does 
not affect the insurance rates, which are based on 
the relative hazards of the industry and the em- 
ployer’s previous accident experience. It has been 
clearly shown that the accident rate is not increased 
when the disabled are properly placed. We can 
look forward to more interest and action on the 
part of employers as soon as they realize that there 
is no threat of higher insurance premiums as a 
result of employing the handicapped. The es- 
tablishment of second-injury provision protects the 
employers from any additional costs by providing 
for the payment of compensation from a second- 
injury fund for any additional disability arising 
from the combination of first and second injuries. 
These provisions hok’ the current employer liable 
only for the second injury. Undue importance 
is attached to the danger of second injuries. 
According to Dr. Henry Kessler’s experience with 
a group 3376 cases, only 12 sustained a second 
injury. He points out that the causation of accidents 
may be traced to technical and human factors, but 
physical defect was far from being a major con- 
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tributing factor. As a point of interest, the findings 
of a survey conducted in Montreal on the incidence 
of traffic accidents involving paraplegic drivers 
using hand controls were unofficially discussed 
with representatives of insurance companies. The 
opinion is that the accident rate of this group is 
lower then that of the able-bodied individuals. 

There are definite advantages in the employment 
of disabled workers. The handicapped workers have 
clearly shown that as a group they are often more 
conscientious, have a higher safety record and can 
be hired with more confidence and anticipated 
success than any comparable group of unimpaired 
people. There is overwhelming evidence that, given 
the opportunity to perform a job for which they 
are individually equipped, they maintain a higher 
level of productivity and a larger output. A survey 
of company practices conducted jointly by the 
Chamber of Commerce of the U.S.A. and the 
National Association of Manufacturers demon- 
strated that handicapped workers compared favour- 
ably with the non-disabled on four main points: 
less absenteeism, greater reliability and better work 
habits, lower personnel turnover and equally good 
job performance. 

However, there are definite factors to be con- 
sidered when dealing with the placement of dis- 
abled individuals, Unless the actual employment 
is productive for both the employer and the em- 
ployee, those responsible for restoration, retraining 
and placement may fail unless the following re- 
quirements are met: 

1. The placement must be effected on a selective 
basis; that is, the candidate must have the skill and 
physical ability to pérform a particular task. 

2. He must not be a safety hazard to himself 
and his fellow workers. 

At the same time, the disabled applicant is en- 
titled to and should be assured of certain consider- 
ations: 

1. Placed in a job fitting his qualifications and 
physical abilities. 

2. Ensured that in every transfer or promotion 
the physical capabilities are as well suited to the 
job as are his other qualifications. 

3. Informed of his physical conditions and ad- 
vised on how to improve and maintain his health. 

4, Provided work which will not aggravate the 
actual disability. 

The industrial medical officer helps the plant’s 
staff to understand the needs of the worker for 
health guidance and protection on the job through 
frequent observation of the worker’s adjustment. 
He may co-operate also by suggesting provision of 
special chairs, tools, or other work arrangement 
as necessary. He makes sure that fellow-workers 
will assist in case of fire, explosion or other emer- 
gencies. The extent of participation of this health 
service in the referral of workers also depends upon 
an agreement between agencies administering 
vocational rehabilitation in the province. Another 
responsibility is the co-ordination of the plant’s 
rehabilitation program with community facilities. 

Several important occupational tools have been 
developed such as the American dictionary of 
occupational titles which identifies approximately 
22,000 jobs, job family services, interviewing aids 
and manuals on placement techniques. However, 
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available job descriptions do not always fit the 
labour market of a particular community. Occu- 
pational analyses may sometimes be too vague to 
determine whether or not a particular individual 
can be successfully placed in a job despite his 
limitations, It is highly desirable to narrow down 
further the physical and vocational capacity assess- 
ment of a candidate. Equally important is the 
keeping of more specific data on work physiology 
and the aptitudes required for a particular job. 
We can look forward to wider use and further 
elaboration of present assessment scales of physical 
and environmental factors. Work tolerance, general 
stamina, medical contraindications, general mental 
abilities, vision and hearing are important elements 
that cannot be neglected. 

Whenever competitive employment is denied 
owing to the severity of the handicap, the following 
possible solutions remain — homebound, self- or 
part-time employment, work-and-live-in accom- 
modations and sheltered employment. 

Great Britain, where sheltered employment has 
a long history, affords a fine example. Voluntary 
societies started well over 100 years ago to set up 
special workshops for the blind. After the First 
World War several ex-servicemen organizations 
opened workshops to serve the large number of war 
disabled. The latest step in this field was taken in 
1944, when the Ministry of Labour set up a non- 
profit organization, Remploy Limited,* for the dis- 
abled, unfit for employment under ordinary com- 
petitive conditions. By the end of December 1953, 
this organization had established 90 factories and 
provided employment for more than 15,000 men 
and women. This achievement was largely sup- 
ported by state grants, but the aim of Remploy 
Ltd. is to become as self-supporting as possible. 
Although it cannot be considered entirely success- 
ful by financial standards alone, there can be no 
doubt as to its value in human terms. One of the 
most interesting results of this tremendous venture 
is the re-socialization of many of the disabled. It 
was found that many individuals were able to re- 
enter the open labour market after a year or two 
with Remploy. 

It seems that sheltered employment is a necessity 
for a number of severely handicapped persons and 
also for those who need psychosocial readjustments 
before returning to the open labour market. How- 
ever, it is only second best to employment in 
industry and can only be complementary to other 
rehabilitation measures, For instance, in Great 
Britain one deals with a program based on a quota 
legislation, under which all employers with 20 or 
more workers must hire registered disabled persons 
amounting to at least 3% of their staff. A placement 
service is available through the disablement re- 
settlement officers at each of the Ministry of 
Labour's employment offices. Courses of industrial 
rehabilitation are given at the Ministry’s own re- 
habilitation units. Vocational training courses in a 
variety of trades are sponsored by government and 
private training centres. It is also worthy of mention 
that some voluntary organizations have initiated 
residential training centres. 

A number of European countries have also 
adopted the quota system. It was first introduced 
in Germany in 1922, to take care of the war dis- 
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abled. According to available information, quota 
legislation is at present enforced in at least the 
following countries: Austria, Czechoslovakia, 
France, Germany, Great Britain, Greece, the 
Netherlands, Hungary, Israel, Poland, -Italy, and 
Yugoslavia, The quota varies from 2 to 10% and 
applies in certain countries only to the war disabled. 

The policy differs in other countries where 
emphasis is laid on the provision of placement 
services for the handicapped. Although the em- 
ployer has no legal obligation to hire handicapped 
persons, a special placement service has been in- 
corporated within National Employment Schemes. 
As a rule, the non-vocationally handicapped are 
placed by the regular placement section, whereas 
those ‘requiring special placement are referred to 
personne] trained to deal with their needs. The 
most comprehensive placement programs of this 
type are found in the U.S.A., Sweden and Canada. 

The relative merits of the quota legislation and 
organized placement services have been the subject 
of much discussion. Both have their advantages 
and shortcomings. The quota system may provide 
sound basic publicity among both employers and 
workers, and also possibly demonstrate the in- 
dustrial value of disabled manpower. It seems that 
Canada cculd profit by this experience and con- 
centrate on improving employment opportunities 
for the disabled rather than establish a quota 
legislation which might prove too rigid to promote 
placement on the basis of individual abilities and 
interests. There is a strong feeling among rehabilita- 
tion devotees that goodwill supported by objective 
facts and faith will go far beyond the results 
prompted by !aw alone. 

Endorsement in principle from employers, associ- 
ations and trade unions is not sufficient. Manage- 
ment, foremen, industrial physicians and _place- 
ment personnel, as well as fellow-workers, must 
recognize the potentialities of the impaired workers. 
The identification of general physical fitness with 
working capacity must gradually give way to a 
concept of abilities in relation to job demands. 

In spite of tremendous efforts by governments 
and voluntary organizations, more and still more 
services for treatment and training of personnel 
must be instituted, Likewise, better integration of 
services could permit a fuller utilization of existing 
facilities. All this requires imaginative support and 
financial assistance. We would like to ask at this 
point how much industry spends annually on re- 
habilitation and research in rehabilitation in this 
country, in addition to its contribution to Work- 
men’s Compensation. The Federal Government 
has endorsed provincial health services by creating 
substantial grants. In some cases financial help is 
supplied, provided it is matched with an equal 
contribution by the province concerned. Sums _ in 
excess of $39,000,000 were given to provinces under 
the health program. A special yearly rehabilitation 
grant of $1,000,000 was added for specific needs. 
In many cases where the working capacity of the 
disabled person had undergone a change as a result 
of physical impairment, retraining for a new oc- 


“ cupation is necessary. However, this cannot be 


provided in three easy lessons. 
Schedule R provides for vocational training of 
disabled persons, allowing for maintenance during 
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training and transportation to and from classes 
if necessary. In 1958 alone, 1183 persons were 
trained in more than 40 trades and occupations. 
The federal share of this program was $270,362.62 
of which $101,691.42 went to Ontario alone. Quebec 
has not signed any of the vocational agreements 
since 1955. However, full co-operation is extended 
by the trade schools of the Quebec Department of 
Youth and Welfare. 

Apart from providing leadership and financial 
assistance at all levels of rehabilitation, industry 
is in a position to play a prominent role whenever 
“vocational convalescence’ is required to supple- 
ment rehabilitation services, whether in the form 
of part-time employment or industrial workshop. 
Medical rehabilitation centres are equipped to 
initiate vocational rehabilitation in building up 
work tolerance, improving working habits and 
maintaining the patient’s confidence towards his 
future prospects. Rehabilitation centres simulate 
working conditions to a limited extent to allow for 
functional recuperation and pre-vocational guid- 
ance; they cannot, however, duplicate a large 
variety of occupations or create the stress of 
getting back to work. An outstanding retraining 
scheme operated by the Vauxhall Motors Ltd., 
England, could be emulated with profit. The injured 
workers are given remedial physical exercises in 
the form of productive work in a natural working 
environment, either in the retraining shop or in 
the men’s normal place of work in the factory. The 
results of such industrial workshops are most re- 
warding as long as they do not remove the worker 
too long from normal working conditions. 

It cannot be overemphasized that the attitude 
of the employer himself may be a determining 
factor in the rehabilitation of a patient. Working 
prospects are an incentive in physical improvement, 
especially if they are guaranteed by the former 
employer, Personnel and placement officers are 
prepared to render valuable assistance to industry 
in this matter. Special placement officers are fa- 
miliar with both medical, psychological and voca- 
tional assessment and industrial requirements. It 
would be futile to help handicapped persons across 
the long valley -from disability to employability 
unless there were suitable jobs waiting for them. 

Professional industrial health services can be 
relied upon for a still greater contribution. In this 
respect it would seem a wise move to provide 
medical and paramedical industrial personnel with 
the opportunity to become acquainted with the 
basic principles and practices of rehabilitation. In 
addition to regular lectures, they may find periods 
of observation and study in medical rehabilitation 
centres extremely helpful. 

The role of Workmen’s Compensation Boards is 
of cardinal importance in many respects. Their 
attitude towards the patient is fundamental. It was 
often noted that in cases of industrial casualties, 
the individual was torn between the desire to 
benefit from the highest possible compensation 
allowances and the will to overcome his disability. 
This phenomenon, now known as “compensation 
neurosis”, is best prevented by an early settlement 
of claims. : 

Research is of paramount importance on three 
fronts: 
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(a) To analyze and demonstrate the working 
capacity of disabled persons for the purpose of 
providing widespread and sustained publicity of 
a factual kind with special reference to the work 
performance, accident rate and stability in em- 
ployment. 


(b) Research into the work physiology, psy- 
chology and emotional patterns of the handicapped 
is important, and experimental programs are being 
conducted in several countries. The activities of 
the work clinic of the Karolinska Hospital in 
Stockholm may be mentioned in this connection 
as a pilot scheme. It seems that Canada should 
keep abreast of these advances both by adapting 
foreign findings to her particular labour market 
and by promoting a program of her own in associ- 
iation with physiologists and psychologists. 

(c) Time-study engineers, production specialists 
and personnel managers together with safety engi- 
neers and industrial staff can collaborate, combin- 
ing their united knowledge of a particular industry, 
to prove that industrial equipment and methods 
can be adapted, sometimes with ingenious devices. 

In conclusion, we would like to mention the state- 
ment of the famous British novelist John Gals- 
worthy, often quoted by Dr. Frank H. Krusen of 
the Mayo Clinic: “Restoration is at least as much 
a matter of spirit, as of body, and must have as its 
central truth: that body and spirit are inextricably 
joined. To heal the one without the other is im- 
possible . . . Therefore, I would say: . . . ‘Give him 
interest in his future. Light a star for him to fix his 
eyes on .... A niche of usefulness and self-respect 
exists for every man however handicapped; but 
that niche must be found for him. To carry the 
process of restoration to a point short of this is to 
leave the cathedral without a spire. To restore 
him, and with him the future of our countries, 
that is the sacred work.” 
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RESUME 


Cet article reléve les fondements économiques, psycho- 
logiques et médicaux de la réintégration des handicapés 
physiques dans le monde du travail, notamment dans 
lindustrie. A la lumiére de ces données et de l’expérience 
de ces derniéres années au Canada et 4 létranger en 
matiére de réhabilitation et de reclassement |’auteur dégage 
quelques conclusions pratiques. 
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VOLUNTARY HEALTH AGENCIES AND THE 
MEDICAL PROFESSION 


Preservation of health and prevention of disease 
have been objectives of our profession since time 
immemorial. That these matters are commanding 
increasing concern and attention from the general 
public in Canada, as in other countries, is evi- 
denced by the remarkable, and indeed startling 
growth and multiplicity of voluntary health 
agencies, 

Agencies in the health field vary widely in their 
organization, objectives, programs designed to 
attain their objectives, fund-raising techniques, and 
relationships of their components at national, pro- 
vincial and local levels. In general, however, the 
average voluntary health agency may be character- 
ized as (1) a voluntary, non-governmental, non- 
profit association of citizens (2) with a common 
goal or interest, usually the prevention or control 
of some disease or infirmity and/or the rehabilita- 
tion of the victims thereof; (3) which gathers 
voluntary contributions, gifts, bequests, memorials 
and memberships; (4) and expends its resources in 
a manner determined by its own governing body, 
most often for public and professional education, 
clinical and basic research, ancillary medical care 
and rehabilitation. 


The majority of these organizations have sound, 
responsible medical direction or advisory control 
at national and/or provincial level. Unfortunately, 
at local community level they are not so well 
known either to physicians or to the lay public. 
Largely owing to lack of information concerning 
the objectives, constitution and programs of the 
voluntary health agencies within their own com- 
munities, many physicians view these bodies with 
hostility and at times a lurking suspicion that they 
represent the advance guard of forces which 
threaten to usurp from the medical profession, 
control and direction of the practice of medicine. 

There is a clear and important need for measures 
to promote mutual understanding and co-operation 
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between voluntary agencies and the medical pro- 
fession, and to encourage active medical participa- 
tion in, and direction of agency programs at local 
community level. The doctor is also a citizen, and 
as such shares with other citizens a common con- 
cern with matters pertaining to health preservation, 
disease prevention and care and rehabilitation of 
disabled members of his community. In addition, 
because of his special training and skills the phy- 
sician should recognize his singular responsibilities 
as a guardian of his community’s health. 


With the ever increasing number of health 
agencies and the concomitant growth of demands 
both: upon the physician’s time and the public's 
dollars, the time is ripe for careful evaluation and 
guidance of agency programs by our profession. 

In May of this year, a committee designated by 
the Canadian Medical Association met in con- 
ference with representatives of eight prominent 
voluntary health agencies affiliated with the C.M.A. 
From the free-ranging discussion at this meeting 
it was apparent that these agencies desired a closer 
working relationship with the C.M.A. and the 
medical profession generally. With this objective 
the following proposals were advanced: (1) that 
regular meetings with its affiliated voluntary health 
agencies be held under C.M.A. auspices; (2) that 
articles describing the organization, objectives and 
programs of these health agencies be submitted 
for publication in the Canadian Medical Associa- 
tion Journal; (3) that consideration be given to 
compilation of a directory of Canadian health 
agencies and to the elaboration of a Code of Ethics 
for such organizations. 

Arising from the conference, the following 
resolution was prepared for presentation at the 
annual meeting of the C.M.A. General Council, 
where it received unanimous approval: 


“THAT—The Canadian Medical Association ex- 
presses its appreciation of the work of the national 
medico-lay affiliates in the prevention of dis- 
ability, the promotion of good health, the detection 
of disease, the dissemination of information to the 
public and the profession, the advancement of 
research, the provision of essential services to pa- 
tients and the promotion of rehabilitative measures. 
The beneficent work of these societies greatly aids 
the medical profession in its daily work and pro- 
vides for large sections of the public, assistance 
which would otherwise be lacking, and the C.M.A. 
desires to record its support of the voluntary fund- 
raising activities in their particular spheres of 
interest. 

“WHEREAS representation on the National 
Medical Boards of the medico-lay affiliates of the 
Canadian Medical Association is available and 
operative through the interest of many individual 
doctors, it is observable that in many instances the 
presence of representatives of the medical pro- 
fession is lacking at the level of their provincial 
and local branches, 
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“AND WHEREAS it is understood that medical 


representation would be welcomed by such 


branches of the affiliates of the C.M.A., 

“THEREFORE BE IT RECOMMENDED to 
the Divisions that approaches be made to the pro- 
vincial organizations of the affiliates, on their own 
behalf and on behalf of their branch medical 
societies, with a view to providing suitable medi- 
cal representation and active participation at all 
levels of operation.” 

Our colleagues in the United States have been 
impressed by the importance of co-operation with 
these bodies to the extent that the American Medi- 
cal Association saw fit to designate a “Committee 
on Relationships Between Medicine and Allied 
Health Agencies”. This committee’s brochure en- 
titled “Suggested Guides to Relationships Between 
Medical Societies and Voluntary Health Agencies”, 
available from the A.M.A. offices, contains back- 
ground material and recommendations of con- 
siderable interest to those concerned. 

These encouraging preliminary negotiations be- 
tween the medical profession and the health 
agencies have a far-reaching potential of direct con- 
cern to physicians, Their subsequent progress will 
be observed with interest. 





Editorial Comments 


FAILURE OF A MISSION—THE CANADIAN 
DISEASE AND THERAPEUTIC INDEX 


The discontinuance or suspension of the pro- 
gram of the Canadian Disease and Therapeutic 
Index is revealed in the following announcement 
from Taylor, Harkins and Lea, Inc., the firm of 
marketing consultants which organized the plan 
in Canada a few months ago. The C.M.A. shares 
the regret expressed that this potentially useful 
study has not materialized and thanks the Cana- 
dian doctors who had agreed to participate, for 
their interest. 

“With the utmost regret, Taylor, Harkins and 
Lea, Inc., has found it necessary to suspend, at 
least for the time being, the Canadian Disease 
and Therapeutic Index program. The reasons 
underlying this decision are twofold: first, sufficient 
industry support has not been obtained to make 
the operation feasible on a break-even, much less 
a profitable basis; and second, extensive internal 
administrative reorganization has put the firm in 
a position of being unable, temporarily, to staff the 
program adequately. 

“Rather than attempt to carry on at something 
much less than 100% effectiveness, therefore, we 
feel that we have an obligation to the Canadian 
Medical Association and to the individual members 
of the profession in Canada to inform them of our 
current situation and to suspend any farther 
activity. 

“On behalf of the members of the Board of 
Directors and the officers of Taylor, Harkins and 
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Lea, Inc., we should like to take this opportunity 
to express to you and to the members of your 
staff our sincere appreciation for the help and co- 
operation which you have given us during the 
past year. We are grateful, also, to the officers and 
the members of the Council of the Canadian Medi- 
cal Association, to the distinguished members of 
our Medical Advisory Committee, to the many 
Canadian physicians who have participated in 
the program, and to the young House Officers who 
have worked with us, for their enthusiastic assist- 
ance and support during a rather trying six-month 
period. 

“On the basis of the results obtained during the 
comparatively brief time that the program has 
been in operation, we are convinced that it can, 
at some future date, be carried on successfully 
with real benefit to the medical profession and to 
the members of the ethical pharmaceutical industry 
in Canada. Meanwhile, we shall make every effort 
to make available to you the results obtained thus 
far and to co-operate in every way possible with 
the Canadian Medical Association and the mem- 
bers of the medical profession in Canada.” 





MASSIVE FATAL GASTRO-INTESTINAL HA:MORRHAGE 


The difficulty in diagnosing the cause of a mas- 
sive gastro-intestinal hemorrhage makes the steps 
in treatment of such an acute emergency a subject 
of continuous debate. In order to provide 
accurate information on lesions responsible for 
fatal gastro-intestinal hemorrhage, Langrall, Bag- 
gennstoss and Wollaeger (Proc. Staff Meet. Mayo 
Clin., 35: 195, 1960) reviewed all the necropsy 
protocols of the Mayo Clinic from 1944 to 1955 
inclusive, in which gastro-intestinal haemorrhage 
was recorded in the anatomical diagnosis. Of the 
total of 1117 cases, 135 satisfied the criteria of fatal 
gastro-intestinal hemorrhage. Of these 135 deaths 
from gastro-intestinal haemorrhage, 37% were due 
to peptic ulcerations of the cesophagus, stomach 
or duodenum; 31.9% were due to bleeding from 
cesophageal varices and 14.8% to neoplastic ulcer- 
ations of the stomach, pancreas, cesophagus or 
duodenum. Blood dyscrasias were responsible for 
8.1% and postoperative biliary tract lesions for 
3%. The ratio of men to women was 2.77:1, which 
is somewhat greater than the ratio for the entire 
series of necropsies during the 12-year period, 1.7:1. 

It is interesting that the incidence of hzemor- 
rhagic lesions of the gastro-intestinal tract reported 
in all the literature has not varied greatly. Thus, 
peptic ulcerations of the upper gastro-intestinal 
tract are reported in various series as being re- 
sponsible for 27% to 46% of fatal gastro-intestinal 
hemorrhage, and oesophageal varices for 21% to 
45%. Blood dyscrasias have not been reported in 
other series and it is probable that this is a re- 
flection of the greater number of cases of blood 
dyscrasia seen at the Mayo Clinic. Since the aver- 
age age in all the categories of the present series 
was more than 45 years, and 79% of the 135 pa- 
tients were 40 years of age or over, this emphasizes 
once again the important factor of age in the 
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mortality rate from hemorrhage. The role of hyper- 
tensive cardiovascular disease in causing hzemor- 
rhage was difficult to evaluate in this series, but 
24% of the patients had a clinical diagnosis of 
hypertension or at necropsy showed significant 
cardiac hypertrophy. It is worth noting that haemor- 
rhage was not suspected clinically in 21 patients 
(16% ). Forty-four patients, or 33%, died during 
the postoperative period, but more than half of 
them were considered to be very poor operative 
risks. W. Groin 





CHRONIC THYROIDITIS 


In three papers appearing between 1896 and 
1910, Riedel of Jena described the condition that 
since has become known as chronic thyroiditis and 
has borne his name. Two years later Hashimoto 
described four other cases of thyroid disease 
which he considered to be distinct from those of 
Riedel and which he called struma lymphomatosa. 
Clark reviews the history of thyroiditis and recalls 
that Ewing concluded in 1922 that both Hashimoto 
and Riedel thyroiditis were essentially the same 
disease (J. Roy. Coll. Surgeons, Edinburgh, 5: 127, 
1960). 

In 1930, Graham, McClintock and Wright, as 
well as Joll, contradicted Ewing and presented 
evidence favouring the idea that the conditions 
were unrelated. A third form of thyroiditis, sub- 
sequently known as subacute, giant cell, or de 
Quervain’s thyroiditis, was described in 1936 by 
de Quervain and Giordanengo. The work of Fromm 
and his associates in 1953, reporting hypergamma- 
globulinzemia in patients with Hashimoto’s disease, 
showed the way to the eventual demonstration by 
Roitt et al. in 1956 that an antigen was present in 
patients with Hashimoto's disease. It was then 
thought to be thyroglobulin. Thus the new etio- 
logical concept of auto-immunization as the cause 
of the thyroiditis arose. 


Hashimoto's disease, as observed by Clark in 60 
cases, is predominantly a disease of middle-aged 
women (90% of all cases) and in none of this 
series was there any evidence of remote, recent or 
concurrent toxicity. In previous series the pre- 
dominance of women was also in the range of 90% 
to 100%. Although the diagnosis is often easy to 
anyone familiar with the clinical picture, Clark 
shows by means of a table that in 40 cases of 
ultimately proved struma lymphomatosa the clini- 
cal diagnosis was made in only seven cases and 
was considered in a further five. In the remaining 
cases, the diagnosis varied from simple goitre to 
carcinoma and even thyrotoxicosis. Laboratory tests 
were of value in 16 out of 18 cases. Because of the 
extreme pleomorphism in the microscopic pictures 
of this condition, the pathologist may have diffi- 
culty in reaching a conclusion equal to that of the 
clinician. 

Although, as shown by Crile in 1952, conservative 
treatment by thyroid preparations causes a signifi- 
cant reduction in the size of the goitre, there has 
been a small but increasing number of cases of 
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thyroid malignancy reported in glands which have 
features of Hashimoto's disease. This suggests that 
surgical treatment may be indicated. Attractive as 
the etiological concept. of auto-immunization is, 
it has some difficulties and there are still many un- 
solved problems, according to Clark. The applica- 
tion of the immunological techniques used in 
Hashimoto’s disease to other thyroid diseases has 
resulted in the finding of antibodies throughout 
virtually the whole spectrum—simple goitre, thyro- 
toxicosis, primary myxoedema and thyroid carci- 
noma. Once again the possibility that thyrotoxicosis, 
Hashimoto’s disease and primary myxcedema are 
associated is being seriously considered. 


Subacute, giant cell or de Quervain’s thyroiditis 
has been recognized more frequently in recent 
years but has been an uncommon diagnosis in the 
United Kingdom. It, too, is being diagnosed more 
frequently in the female: it begins fairly acutely 
with symptoms of sore throat, malaise, fever and 
pain in the thyroid gland. Radiation of pain to the 
jaw or ear may cause initial referral of the patient 
to a dental or ear, nose and throat department. 
Consistent elevation of the sedimentation rate and 
depression of uptake of radioactive iodine in 
association with normal or high concentration of 
serum protein-bound iodine are typical of this 
condition. In the majority of cases final resolution 
is accompanied by restoration of normal thyroid 
function, although some patients become hypo- 
thyroid. Virus infection is most commonly being 
blamed for this condition, and mumps virus has 
been implicated by several authors. 


Riedel’s disease, although described over 60 years 
ago, is still little understood. Clark points out that 
in over 1000 consecutive thyroidectomies carried 
out in one surgical unit in Edinburgh, not one 
case was found that would fit the description of 
Riedel’s thyroiditis. The condition is rare, if it does 
in fact exist. The essential features that Riedel 
considered necessary for the diagnosis are thyroid 
enlargement associated with severe pressure symp- 
toms, especially respiratory embarrassment, and 
difficulty in removal of the gland at operation. 
On microscopic examination the outstanding ap- 
pearance is that of round cell infiltration. It is 
probable that cases of Hashimoto's struma lym- 
phomatosa and of subacute thyroiditis were er- 
roneously diagnosed in the past as_ Riedel’s 
thyroiditis, particularly when the goitre was hard 
on palpation. W.G. 


“One may suggest that one of the prime sources of 
anxiety is a state in which one’s conception or perception 
of the environment with which one must deal does not 
‘fit? or predict that environment in a manner that makes 
action possible. If there is anything to this view of anxiety, 
then it follows that when one prevents an organism from 
monitoring the fittingness of his percepts and his cognitive 
structures, one is cutting him off from one of his principal 
sources of maintaining adjustment.” — J. S. Bruner: Pyscho- 
somatic Med., 21: 94, 1959. 
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Medical News 


DIFFERENTIAL DIAGNOSIS OF | 
CHARCOT’S FEVER 


First described by Charcot, intermittent hepatic 
fever (fiévre intermittente hépatique) is characterized 
by recurrent attacks of fever, rigors and sweats, and 
may or may not be accompanied by jaundice. Osler 
recognized the presence of stones as a frequent cause 
of this clinical picture and he associated secondary 
chronic bacterial cholangitis with intermittent obstruc- 
tion of the bile ducts. Pylephlebitis or hepatic phlebitis 
may be present as well. Other causes of Charcot’s 
fever are obstructing carcinoma of the pancreas or 
of the bile ducts, primary carcinoma of the liver and 
strictures or stenosing processes of the bile ducts in 
connection with cholecystopathy. 


Von Knick and Schilling (Schweiz. med Wchnschr., 
90: 464, 1960) describe three cases of Charcot’s 
fever in which malignancy was the primary cause of 
the syndrome. In all three a leukzemoid reaction with 
a white blood cell count of about 40,000 per c.mm. 
was seen and the count rose before death. At autopsy 
the first patient was found to have primary gallbladder 
carcinoma with widespread metastases to the liver 
and abdominal lymph nodes, as well as metastases 
to the pleura, lungs and mediastinum. In the second 
patient scirrhous carcinoma of the gallbladder with 
massive metastases in the liver and kidneys, and with 
a stone in the gallbladder, was found, and in the 
third patient carcinoma of the head of the pancreas 
with widespread metastases was present. All three 
cases had obstructive jaundice. The authors point out 
that the original hepatic fever of Charcot has become 
a rarity in this antibiotic era. The clinical picture in 
association with a leukemoid reaction may point 
to upper abdominal malignancy, where it is seen more 
frequently in the final stages of the disease. 


IDENTIFICATION OF “POSITIVES” IN 
ROENTGENOGRAPHIC READINGS 


The reliability of readings of roentgenograms of the 
thorax was examined in a statistically acceptable 
manner by Berkson et al. (Am. Rev. Respiratory Dis., 
81: 660, 1960); 500 roentgenograms were presented in 
random arrangement to each of nine readers, five of 
whom were roentgenologists and four, specialists in 
diseases of the chest. Of this series, 98 roentgeno- 
grams had previously been designated as “positive” 
and 402 as “negative.” With single roentgenogram 
readings, the average was 18.5% for “false negatives” 
and 3% for “false positives.” This variability is in the 
same order of magnitude as that found in previous 
investigations of similar roentgenographic examinations. 


The same roentgenograms were presented in a new 
random order, in corresponding pairs, and read as 
stereoscopic roentgenograms. There was an improve- 
ment in the average for both the false negatives (which 
was reduced from 18.5% to 14.9%) and the falsé posi- 
tives (which was reduced from 3.4% to 2.5%). These 
results indicate that use of stereoscopic readings makes a 
definite improvement in the reliability of the diagnosis. 
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IRRITABLE COLON AND 
GALLBLADDER DISEASE 


The frequency with which irritable colon is en- 
countered and the similarity of the pain in this condi- 
tion with that found in the so-called postcholecyst- 
ectomy syndrome and in biliary dyskinesia led Heffer- 
non, Millhon and Rosen (J. A. M. A., 173: 1, 1960) to 
conclude that the latter were frequently part of the 
irritable colon problem. Spasm of the hepatic flexure 
area produces right upper quadrant pain, and this can 
be demonstrated fluoroscopically. Hyperventilation re- 
lieves the spasm and then the pain disappears im- 
mediately. 

The treatment of this condition is bland diet without 
roughage, attention to good eating habits and adequate 
mastication. Patients should rest 15 minutes after meals 
and should avoid using laxatives and enemas. Anti- 
spasmodics and sedatives are all useful, as is heat 
to the abdomen for severe pain. An important part 
of the program is the consumption of six to eight 
cups of hot water throughout the day. This apparently 
has an antispasmodic effect. Patients have at times 
been allowed to go as long as 100 days without a 
bowel movement without ill effect. Psychiatric guid- 
ance is recommended for patients who have emotional 
problems which cannot be solved by the attending 
physician. 


PAPILLARY NECROSIS IN 
DIABETES MELLITUS 


Renal papillary necrosis has been found to be 
associated with diabetes in some 50% of autopsies and 
to be more common in females. In addition to the 
generally accepted two types, the infectious and the 
arteriopathic, Zollinger (Deutsche med. Wchnschr., 
85: 775, 1960) distinguishes a vasocompressive type. 
The infectious form is always due to pyelonephritis 
and is associated in one-third of cases with diabetes 
mellitus. The patients are young, and histological ex- 
amination reveals that pyelonephritis is always the 
primary disease. Diabetes is believed to be responsible 
for the pyelonephritis which in turn leads to papillary 
necrosis or, as it is also called, necrotizing papillitis. In 
the arteriopathic type, no pyelonephritis is found and 
the basic disease is arteriosclerosis, thrombosis of the 
artery or arteritis. There is no histological evidence 
that capillary thrombosis due to vasculitis is the cause 
in this group. The compressive type is mainly found in 
interstitial nephritis where oedema of the papilla leads 
to ischemia. This cedema also causes compression and 
functional disturbance of the distal tubules. This type 
of papillary necrosis may occur in chronic pyelo- 
nephritis, even when the infection as such has already 
subsided. 

Recognition of acute papillary necrosis and its treat- 
ment have made great advances in recent years and, 
in contrast to the opinion expressed only some ten 
years ago that this was an inevitably fatal disease, 
cases of recovery are being reported. Healed lesions 
of papillary necrosis have been observed at autopsy. 
For diabetes, thorough knowledge of the causes and 
the pathological process of papillary necrosis is not 
merely of academic interest but has significant practical 
importance. 


(Continued on advertising page 8) 
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NEW DRUGS 


This listing of new products is based on information 
received from Dean F. N. Hughes, Faculty of Phar- 
macy, University of Toronto, and the Canadian Pharma- 
ceutical Journal, to whom we owe thanks. 


ANTIBIOTICS 


Methylprednisolone acetate with neomycin sulphate: 
NEO-MEDROL ACETATE, VERIDERM (Pr), Upjohn 


Description.—Synthetic lipid base containing methy]l- 
prednisolone acetate and neomycin sulphate. 

Indications.—For the topical treatment of skin lesions 
when adrenocortical steroids and a broad-spectrum anti- 
biotic are indicated. Its composition approximates that of 
normal skin lipids, hence it can be expected to be well 
tolerated. 

Administration.—Carefully cleanse skin and apply a small 
amount. Initially, application may be made one to three 
times daily. After control has been achieved, the fre- 
quency may reduced. 

How supplied.—Tubes of 5 and 15 g. 


Penicillin G potassium: HYLENTA Tablets (Pr), Ayerst 


Description.—Five potencies of penicillin G potassium 
tablets protected from destruction by stomach secretions 
by either a controlled disintegration base—CD (acid- 
on, alkali-soluble) or by an acid-resistant coating 
—AR. 

Indications.—The treatment and prevention of infections 
caused by penicillin-sensitive organisms. Oral penicillin is 
not recommended in subacute bacterial endocarditis, menin- 
gitis, septicemia, or staphylococcal infections. 

How supplied and administered: 

Hylenta— 2 CD— 200,000 I.U.—3 tablets daily. 

Hylenta— 4 CD— 400,000 I.U.—3 or 4 tablets daily. 

Hylenta— 5 CD— 500,000 I.U.—3 tablets daily. 

Hylenta— 8 CD— 800,000 I.U.—2 or 8 tablets daily. 

Hylenta—10 AR—1,000,000 I.U.—2 tablets daily 
(formerly Hylenta Fortis), 


CORONARY VASODILATORS 
CORONITRINE, Maney 


Description.—_Each tablet contains: glyceryl trinitrate 0.4 
mg., pentaerythritol tetranitrate 15 mg., Dilin (dihydroxy- 
propyltheophylline) 100 mg. 

Indications.—-To prevent or relieve attacks of angina 
pectoris. 

Administration.—Usual dose: 1 tablet 4 times daily; in 
severe cases up to 6 daily. For prophylaxis, swallow tablet 
whole. For therapeutic use, hold tablet under tongue, 
swallow when citrus flavour disappears. 

How supplied.—Bottles of 100, 500, 1000. 


METAMINE with BUTABARBITAL SUSTAINED, 
Leeming Miles 


Description.—Each light blue tablet contains 10 mg. 
Metamine, triethanolamine trinitrate biyhosphate (amino- 
trate phosphate, N.N.D.), long-acting coronary vasodilator, 
in association with %4 gr. butabarbital, incorporated in a 
sustained-release matrix that releases the medication (% 
hourly, in vitro): 29-10-10-9-8-7-7-6-14. 

Indication.—_In the treatment of angina pectoris, where 
pues and anxiety are felt to be triggering or complicating 
actors. 

Administration.—One tablet on arising and one before 
the evening meal, Dosage may be increased to one tablet 
every 6-8 hours. 

How supplied.—Bottles of 50. 


DIURETICS 


Antihypertensive—saluretic: HYGROTON (Pr), Geigy 


Description. — 3 - hydroxy - 3( 4 - chloro - sulfamylpheny] ) 
Fe mitine, 100-mg. tablets; has prolonged action (60- 
ours). 
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Indications. — Mild to moderate hypertension; as a 
diuretic in congestive heart failure, ema due to renal 
cose, hepatic cirrhosis, pregnancy, premenstrual tension, 
obesity. 

Administration.—Effective given every 2nd day. Initially, 
100-200 mg. with breakfast, on alternate days. For mainten- 
ance, 50-200 mg. (average 100 mg.). No serious side 
effects have been reported. Those with restricted salt in- 
take should be watched for disturbances of electrolyte 
balance, Patients on long-term therapy should receive 
potassium supplements or diet rich in potassium. 

How supplied.—Bottles of 50 and 500. 


Chlorothiazide: DIURITE (Pr), Maney 


Description.—Each tablet contains chlorothiazide 500 mg. 
Indications —CEdema due to a variety of causes; hyper- 
tension. 


How supplied.—Bottles of 50, 100, 500 and 1000. 


SPASMOLYTIC 
MUREL - S.A. Tablets, Ayerst 


Description.—Each sustained action (SA) tablet contains 
40 mg. valethamate bromide. 

Indications.—Peptic ulcer; spasm of the gastro-intestinal 
tract, biliary tract, or genitourinary tract. 

Contraindications.—Urinary bladder neck obstruction, 
pyloric stenosis, glaucoma. 

Administration—(In acute cases, therapy should be 
started with “Murel” Injectable.) Average dosage—one 
tablet morning and evening. Maintenance—one tablet daily. 
When sedation is also required, Murel with Phenobarbital— 
S.A. Tablets may be used. Each tablet contains 40 mg. 
valethamate bromide with 30 mg. phenobarbital. 

How supplied.—Bottles of 100 and 500. 


MISCELLANEOUS 
Anti-hypocholesteremic: SAFFLOMIN, Powell 


Description.—Each capsule contains: pyridoxine HCl 2 
mg., niacin 20 mg., ascorbic acid 50 mg., vitamin E 2 
I.U., rutin 10 mg., choline bitartrate 100 mg., inositol 20 
mg., betaine 25 mg., safflower oil (linoleic acid) 586 mg. 

Indications.—In control of hypercholesterzemia and athero- 
sclerosis, including obese, diabetic and alcoholic patients. 

Administration.—Three capsules daily or as prescribed. 

How supplied.—Bottles of 100, 500 and 1000. 


DISPOSABLE ENEMA, Phosphate Type, Nordic 


Description.—A single-use enema, containing per 100 c.c.: 
sodium phosphate, U.S.P., 6 g., sodium diphosphate 16 g. 
The container is supplied with an attached plastic sleeve, 
which increases the hygienic safety of administration and 
disposal of the unit. 

Indications.—Whenever cleansing of the bowel is required. 


How supplied._Enema syringes of 120 c.c., 12 syringes 
to carton. 


EPHOXAMINE, Wampole 


Description.—Each tablet contains: 50 mg. phenyltoloxa- 
mine dihydrogen citrate, 25 mg. racephedrine hydrochloride 
N.F. 

Indications.—For the relief and prevention of attacks of 
bronchial asthma. 

Administration.—For the attack, 1 or 2 tablets. Prophy- 
lactically, 1 tablet every 4 hours. Under 10 years, as 
prescribed. 

How supplied.—Bottles of 100. 


Methionine: METHURINE, Maney 


Description.—200 mg. tablets; syrup, 50 mg. per 5 c.c. 

Indications.—In control of odours and dermatitis caused 
by ammoniacal urine where incontinence and enuresis occur 
with any frequency. 

Administration.—200 mg. 3 times daily or as prescribed. 

How supplied.—Tablets, bottles of 100 and 1000. Syrup, 
bottles of 80 and 160 fl. oz. 











Canad. M. A. J. 
July 30, 1960, vol. 83 





MEDICAL FILMS 


ConTINUING the listing of available films on medical 
and related subjects, we list below an additional film. 
The film is held in the National Medical and Biological 
Film Library and is distributed by the Canadian Film 
Institute, 1762 Carling Ave., Ottawa 3, Ont. The 
evaluation was prepared by Canadian specialists in 
the subjects of the films, under the Medical Committee 
of the Scientific Division of the Canadian Film Insti- 
tute, which is headed by Dr. G. H. Ettinger. 


A Study of Vocal Cord Abnormalities Following Bulbar 
Poliomyelitis—1957; Sound; Colour; 14 minutes. 


Produced by the alot of Minnesota Medical School. 

Description.—This recor “type film describes the photo- 
graphic arrangement used for indirect visualization and 
photography of the larynx. The absence of saliva in the 
pyriform fossa in normal laryngeal action and inability to 
remove secretions with paralysis of swallowing muscles are 
demonstrated. Three cases with various paralytic conditions 
of the cords and pharyngeal musculature further illustrate 
this. The film closes with re-emphasis on the threat of 
respiratory obstruction in the bulbar poliomyelitis patient. 

Appraisal (1959).—This is a well-organized and _ well- 
planned film covering the pathological changes of the larynx 
and pharynx following bulbar poliomyelitis in satisfactory 
detail. The photography of a difficult area is well done. 
Recommended for specialists, general practitioners, medical 
students in the clinical years, and nurses. Suitable for general 
scientific audiences. Unsuitable for general public, tech- 
nicians and medical auxiliaries, medical students in pre- 
clinical years, pre-medical students, 


Availability—National Medical and Biological Film 
Library ($4.00). For purchase apply to Educational Film 
Distributors Ltd., 47 Dundonald Street, Toronto 5, Ontario. 


Techniques of Laboratory Diagnosis of Influenza (M-368) 
—1960; 16 mm., Black-and-White; Sound; 17 minutes, 
600 feet. Cleared for television. 


Description.—Shows the step-by-step procedures that are 
now recommended to be used in the acta diagnosis 
of influenza. Explains and demonstrates the procedures, 
including collection of specimens, isolation of the virus by 
intra-amniotic inoculation of chick embryos, rough aggluti- 
nation tests, titration, hemagglutination tests, and establish- 
ment of antibody content. A revision of 4-101, “The Labo- 
ratory Diagnosis of Influenza”, 


Audience.—Laboratory technicians. 


Availability.—For purchase apply to: United World Films, 
Incorporated, 1445 Park Avenue, New York 29, N.Y. List 
price $36.57. Available on short-term loan (United States 
only) from: Communicable Disease Center, Public Health 
Service Department of Health, Education, and Welfare, 
Atlanta 22, Georgia. 


Biology and Control of Domestic Mosquitoes (M-357)— 
960; 16 mm., colour; Sound; 21 minutes, 782 feet. 
Cleared for television. 


Description.—Designed to train U.S. Public Health Service 
personnel and students of public health and to induce 
municipal and local health department officials, civic and 
service groups and individuals to co-operate in the control 
of domestic mosquitoes of public health importance. 

Audience.—Public health personnel engaged in vector 
control; students of public health; municipal and _ local 
public health officials; civic and service groups and TV 
audiences, 


Availability.—For purchase apply to: United World Films, 
Incorporated, 1445 Park Avenue, New York 29, N.Y. List 


price $161.98. Available on short-term loan (United States 
only) from: Communicable Disease Center, Public Health 
Service, Department of Health, Education, and Welfare, 
Atlanta 22, Georgia. 
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FILM STRIPS 


The Nurse—Epidemiologist (F-361)—1959; Filmstrip, 35 
mm., Colour; Sound; 95 frames, 14 minutes. Cleared 
for television. 


Description.—This filmstrip outlines the knowledge, 
duties, and responsibilities of the public health nurse in an 
epidemiological investigation, including sequences on identi- 
fication of specific epidemiological patterns of time, place, 
and persons; the spread of pathogenic organisms; how 
disease organisms reach the various portals of entry; and 
chronological order of the nurse’s duties during an investi- 
gation. 

Audience.—Practising nurses (hospital and public health), 
nursing students, and allied personnel. 


Availability._For purchase apply to: United World Films, 
Incorporated, 1445 Park Avenue, New York 29, N.Y. List 
price $9.10. Available on short-term loan (United States 
only) from: Communicable Disease Center, Public Health 
Service, Department of Health, Education, and Welfare, 
P.O. Box 185, Chamblee, Georgia. 


Introduction to Tissue Culture Techniques (F-388)— 
1960; Filmstrip, 35 mm., Colour; Sound; 51 frames, 8 
minutes. Cleared for television. 


Description.—Using monkey kidney tissue as an example, 
this filmstrip demonstrates the step-by-step procedures in 
producing and maintaining a tissue culture. Briefly sum- 
marizes the uses of tissue cultures. As the title states, 
this is an introduction to laboratory practice in the tech- 
niques. 


Audience.—Laboratory directors and advanced laboratory 
technicians. 


Availability For purchase apply to: United World Films, 
Incorporated, 1445 Park Avenue, New York 29, N.Y. List 
price $9.10. Available on short-term loan (United States 
only) from Communicable Disease Center, Public Health 
Service, Department of Health, Education, and Welfare, 
Atlanta 22, Georgia. 





GENERAL PRACTICE 


COURSE IN CARDIOLOGY FOR 
ENGLISH-SPEAKING 
GENERAL PRACTITIONERS 


The complete program of the course in cardiology 
to be given at the Institut de Cardiologie de Mont- 
réal on October 11 to 15, 1960, is as follows: 


TuEspAY, OcroBER 11, 1960 


9.00- 9.15 am. Registration. 
9.30- 10.00 am. Opening remarks, Dr. Paul 
David. 


10.15- 10.45 a.m. Diagnosis of rheumatic fever, 


Dr. Marc Savard. 


Medical treatment of rheumatic 
fever, Dr. Ghislaine Gilbert. 


11.00 - 11.30 a.m. 


11.45-12.45 p.m. Surgical treatment of rheumatic 
valvular disease, Dr. Wilfred G. 
Bigelow. 
2.30- 3.15 p.m. Results of rheumatic valvular 
surgery, Dr. Osman Gialloreto. 
3.30- 4.30 p.m. General views on rheumatic 


fever, Dr. John D, Keith. 































































9.00 - 10.00 a.m. 


10.15 -11.15 a.m. 


11.45 - 12.45 p.m. 


2.30- 3.00 p.m. 


3.15- 4.15 p.m. 


6.00 p.m. 
7.00 p.m. 


9.00 - 10.00 a.m. 
10.15 - 10.50 a.m. 


10.55 - 11.30 a.m. 


11.45 - 12.45 p.m. 


2.30- 3.20 p.m. 


3.30- 4.30 p.m. 


9.00 - 10.00 a.m. 
10.15 - 10.50 a.m. 
10.55 - 11.30 a.m. 
11.45 - 12.45 p.m. 

2.30- 3.20 p.m. 


3.30- 4.30 p.m. 


9.00- 9.45 a.m. 
10.00 - 10.40 a.m. 


10.50 - 11.30 a.m. 
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Fripay, OcTOBER 14 


WEDNESDAY, OCTOBER 12 


Diagnostic procedures in cardi- 
ology, Dr. Osman Gialloreto. 
Selection of congenital malform- 
ations for surgery, Dr. Ghislaine 
Gilbert. 

Protean manifestations of athero- 
sclerosis, Dr. Paul D. White. 


Presentation of anatomical 
specimens of congenital mal- 
formations, Dr. Lucien Cam- 
peau. 

Surgery of congenita] heart mal- 
formations, Dr. Jean-Louis 
Lamy and Dr. Gilles Lepage. 
Cocktails. 

Dinner. 


THURSDAY, OCTOBER 13 


Clinical demonstration, Dr. Paul 
David. 

Indications and results of renal 
dialysis, Dr, Yves Piette. 
Management of secondary 
hypertension, Dr. Jean de L. 
Mignault. 


Pathogenesis of hypertension, 
Dr. Jacques Genest. 


Diagnosis and treatment of 
cardiac arrhythmias, Dr. Yves 
Desrochers. 

Forum on rheumatic and con- 
genital heart disease, Chairman: 
Dr. Arnold Johnson; Dr. Osman 
Gialloreto, Dr. Ghislaine Gilbert 
Dr. Jean-Louis Lamy. 


Clinical demonstration, Dr. 
Lucien Campeau. 

Use and abuse of digitalis, Dr. 
Marc Savard. 


Diuretics in heart failure, Dr. 
Jean de L. Mignault. 


Stress and cardiovascular dis- 
eases, Dr. Hans Selye. 


Our concepts of coronary dis- 
ease, Dr. Paul David. 


Forum on _ hypertensive and 
coronary disease, Chairman: Dr. 
Harold Pomerantz; Dr, Lucien 
Campeau, Dr. Paul David, Dr. 
Jean de L. Mignault. 


SATURDAY, OcToBER 15 


Electrocardiography in coronary 
disease, Dr. Yves Desrochers. 


Anticoagulotherapy in coronary 


disease, Dr. Yvette Lemire. 


Diet and coronary disease, Dr. 
Gaston Choquette. 
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11.45-12.45 p.m. Principal patterns of cardiac 
pain related to coronary disease, 
Dr. Harold N, Segall. 
1.00 p.m. Lunch. 


Registration for the course is limited to 45. The 
registration fee is $50.00 and should be sent to: 
Institut de Cardiologie de Montréal, c/o Dr. Paul 
David, 5415 Assumption Blvd., Montreal] 36, Que. 





MISCELLANY 
CLINICAL NOTES® 


FRED B. BOWMAN, M.D., F.R.C.P.[C.], 
Hamilton, Ont. 


AFTER 50 years in the practice of medicine, one can 
perhaps be forgiven for reminiscing, particularly in 
regard to forms of treatment used 30 to 40 years ago. 
In some instances perhaps modern methods and 
materials have not improved on those in use then. 

Recently — that is, within the past two years —I 
have encountered a few patients in comparatively good 
health who were treated successfully by methods 
which the recent graduate may never have heard of. 
A few of these will be described briefly. 

An elderly woman called who seemed to be in good 
health with the exception of a slight limp. She said, 
“You won’t remember me, but you treated me in St. 
Joseph’s Hospital over 30 years ago when I was practi- 
cally given up.” Then I remembered that I had been 
called in by the late Dr. D. G. Storms to see a woman 
in hospital, obviously in a very serious state. She was 
flushed and delirious, and her temperature varied 
between 104° and 106° F. She had a discharging in- 
guinal gland and other glands were enlarged. Blood 
culture was positive for Staphylococcus aureus within 
12 hours, and smears from the discharge were positive 
for this organism. I advised the use of a solution of 
mercurochrome intravenously, 74 mg. per kg. body 
weight, of a 1% solution. This had been recommended 
by Hugh Young of Johns Hopkins Hospital. This 
patient’s temperature subsided after several doses of 
mercurochrome, and she recovered within a_ short 
time. The result was dramatic. 

Another patient who had streptococcal endocarditis, 
a young man, was sitting up in bed gasping for breath. 
He had a heart murmur that could be heard without 
a stethoscope and had been given up as hopeless. He 
recovered after administration of intravenous mercuro- 
chrome; later sold insurance for a number of years, 
and died of a coronary thrombosis. 

There were many reported dramatic results from 
the use of dyes intravenously, although some of the 
dyes were ineffectual. 

Shortly after instruction by Campbell in insulin 
therapy at the Toronto General Hospital, I saw a boy 
in Hamilton who was in coma. He recovered with 
insulin and was given a regular insulin schedule and 
a high fat diet as then recommended. The interesting 
thing about this patient is that he is now approaching 








*For many years the author has limited his practice to 
proctology. The patients mentioned in this article were 
seen before 1930. 
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middle age, is married, and is still following the high 
fat diet and daily insulin injections, and has as far as 
I know never had to consult a doctor regarding the 
diabetic condition. 

One hears so much about stripping operations for 
varicose veins that it is easily forgotten that. over 30 
years ago we were having success with injection 
treatment. A young woman consulted me about some 
small veins in the thigh. She said that I had treated 
her mother over 30 years ago by injection and a large 
varicose ulcer had healed and that she had been well 
ever since. At that time I was using a solution of 
lithium salicylate. It was before the advent. of the 
newer popular sclerosants. 

Over 30 years ago a young man was brought to my 
office who was incoherent, and obviously in a very 
poor mental state. His blood Wassermann test was 
positive as well as the cerebrospinal fluid examination, 
and the colloidal gold test was typical of general 
paresis. He was given an injection of malaria-contami- 
nated blood, and soon developed typical tertian malaria. 
His temperature reached nearly 106° F., and quinine 
was given. He was also given a number of Swift-Ellis 
treatments. Probably few younger readers will know 
what this is. A large injection of salvarsan is given 
intravenously and shortly afterward 20 c.c. of blood 
is withdrawn and the serum separated from it. This 
is heated to 55° C. and then injected intrathecally. 
Within the past year a middle-aged, well-dressed 
and alert man called at my office with his wife. 
He was a prosperous farmer, and introduced him- 
self as the young man mentioned above who had 
consulted me 25 years ago. But I should mention 
another man who had not such a happy ending. He 
was a prominent newspaper man in Manila where I 
was stationed in 1908. About that time we had received 
at the Bureau of Science a special-delivery package, 
well wrapped, from Switzerland. This turned out to 
be a batch of the first ampoules of salvarsan sent out 
from Erlich’s laboratory, and all were signed by him. 
Although it was to be used for yaws only, the man 
I mentioned above consulted my chief, Dr. R. P. 
Strong, about a small penile lesion which turned out 
to be primary lues. We decided to treat him with the 
606 and the lesion promptly disappeared. I met him 
many years afterwards in New York and he was suffer- 
ing from a severe hemiplegic condition. His wife, a 
prominent writer and traveller, I heard afterward, died 
of general paralysis in a sanatorium. 

About 30 years ago a doctor friend of mine phoned 
me and was terribly disturbed over his child, who 
he said was in such serious condition that he might 
not recover. The child’s mouth was almost closed owing 
to swelling, and a foul-smelling discharge was flowing 
from his lips. He had a very high fever. This recalled 
the investigation we had made in the army in World 
War I regarding trench mouth, or ulcero-membranous 
gingivitis. Smears stained and examined microscopically 
proved that the child had this disease. We prescribed 
the local use of Bowman’s solution and the intravenous 
injection of salvarsan. Within 24 hours this practically 
dying child was eating and in a short time recovered; 
he is now a prominent dentist with a family. 


SUMMARY 


Antibiotics and other modern methods of treatment 
have, I am afraid, made us forget that other methods 
years ago were successful. 
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How many young graduates in medicine have ever 
heard of the Swift-Ellis treatment? Homer Swift was 
a prominent scientist at the Rockefeller Institute, and 
Arthur Ellis, a graduate of Toronto University, became 
Regius professor of medicine at Oxford, a position 
formerly held by Sir William Osler. 

In view of the untoward results of ill-advised vein 
stripping, an excellent method when handled correctly, 
perhaps injection methods should be thought of again. 

Trench mouth still exists and arsenical preparations 
perhaps have a more dramatic effect than some of the 
newer antibiotics. 


The Medical Arts Bldg., 
Hamilton, Ontario. 





LETTERS TO THE EDITOR 


REVERBERATIONS FROM THE 
SASKATCHEWAN ELECTION 


To the Editor: 


Two days after the Saskatchewan election which 
returned the C.C.F. to power and three days before 
the meeting of the C.M.A. Council at Banff on June 
13, newspapers across the country printed a statement 
by Dr. A. D. Kelly, General Secretary of the C.M.A. 
Dr. Kelly was quoted as saying that the result of the 
election in Saskatchewan clearly indicated that the 
people in Saskatchewan endorsed a government health 
plan and that the C.M.A. would therefore drop its 
opposition to such a plan. 

I have been surprised that so little criticism of 
Dr. Kelly’s statement has appeared in the columns of 
the Canad. M. A. J. The tenor and implications of the 
Secretary's remarks are at complete variance with the 
policy of the Saskatchewan Medical Association, which 
is unalterably opposed to any compulsory government 
scheme. 

I should like to call your attention to three erroneous 
conceptions implicit in Dr. Kelly’s statement: 

1. The people in Saskatchewan have not spoken in 
favour of a government-controlled plan. In fact, the 
majority vote was against the C.C.F. party (only 41% 
of the total vote was for the C.C.F.). 

2. Dr. Kelly, by stating that the C.M.A. would drop 
its opposition to a government-controlled plan, implied 
that the doctors of Canada would no longer support 
their colleagues in Saskatchewan in their stated in- 
tention to resist the imposition of “state medicine”. 

3. The statement was published three days before 
Council was to meet, and even Dr. Kelly would admit 
this to be both inopportune and indiscreet. 

With these obvious discrepancies in mind, I should 
like to ask three questions: 

1. Why did Dr. Kelly, an experienced C.M.A. 
official, say what he was reported to have said and 
moreover confirm that the report was correct? 

2. Why was the C.M.A. Council not given a com- 
plete explanation of the incident? 

3. If Dr. Kelly’s statement were factually reported 
by the press, why was the statement not corrected by 
the C.M.A. Council? 

In order to avoid unfortunate press releases in the 
future, the Secretariat and elected officers of the 
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C.M.A. should be careful not to make statements 
which are not in complete accord with the policies of 
the Provincial Medical Associations. Moreover, the 
C.M.A. should make it clear that there will be no 
compromise with or tolerance of “state medicine” no 
matter how disguised such a scheme may be. 
KENNETH A. Warp, M.D., F.R.C.S.[C.] 
234 Wembley Drive, 
Sudbury, Ontario. 


The General Secretary writes: 


I welcome the opportunity of stating for my fellow- 
members the circumstances of the incident which is 
the subject of Dr. Ward’s letter. It will be understood 
that officials of The Association are governed in their 
public utterances by the stated policies of the C.M.A. 
(in this instance the Statement on Health Insurance 
1955 and the Code of Cooperation with Press, Radio 
and Television) and by their assessment of professional 
attitudes as revealed by surveys and by their contacts 
with doctors throughout the country. 

It is our practice to deal frankly with representatives 
of the press, and when I was called at my home in the 
early hours of June 9 by a reporter from a Toronto 
newspaper I was asked for the C.M.A. reaction to the 
preceding day’s election in Saskatchewan. I replied 
that the C.M.A. had had no opportunity to consider 
the situation, that I was proceeding to the Annual 
Meeting and that there would doubtless emerge an 
official view on the subject of government in medicine. 
I was then asked if I had any personal opinion on the 
likely course of events and I was correctly reported 
as having stated, “This is a democracy and doctors will 
accept the decision in this light. Our efforts will now 
be bent on avoiding the defects we see in government 
plans elsewhere.” Asked for an example of the defects 
I had in mind, I stated that we were on record as 
favouring administration by a representative commission 
rather than the Departmental administration which had 
been suggested as part of the government plan in 
Saskatchewan. I was further .questioned as to whether 
I thought other provinces would follow Saskatchewan’s 
example and I said, “Not quickly. Large expenditures 
in the health field have been assumed in getting the 
hospital plans off the ground. Responsible legislators 
will not move quickly into the medical field.” 

I would make it clear that no words of mine could 
be interpreted as meaning that the C.M.A. would drop 
its opposition, for the good reason that the C.M.A. 
during the pre-election period had carefully and con- 
sistently avoided taking a position of opposition or 
support of any party’s proposals. 

The sentences in quotation marks above are taken 
from the Toronto Telegram of June 9 and I confirm 
their general accuracy. Inferential interpretation, con- 
densation and paraphrasing as carried out by Canadian 
Press are completely beyond my control, as are the 
words used by headline writers in local newspapers. 

The meeting of the General Council was preceded 
by a two-day meeting of the Executive Committee and 
at each of these ample opportunity to discuss my 
reported views was provided. The Executive Committee 
examined the situation with care and at the conclusion 
of a full debate passed, by unanimous vote, a resolution 
of confidence in the General Secretary. The matter 
was not specifically debated on the floor of the General 
Council, but a statement made to Council by the 
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member of the Executive Committee from Saskatche- 
wan indicated that his Division was satisfied with the 
explanation which had been received. 


I agree with Dr. Ward that the timing of my state- 
ment was unfortunate. In extenuation, however, I can 
only say that in dealing with the media of public 
information it is frequently necessary to do so on 
their terms and these terms are dictated by the current 
newsworthiness of the topic. I was further conscious 
of the impression that the public image of the doctor 
had been distorted by certain events of the election 
campaign in Saskatchewan and I took the opportunity 
to portray another viewpoint. 

In my extemporaneous telephone conversation I 
desired to record the thought which has since been 
so «bly expressed by Sir Arthur Porritt in his Presi- 
dential address to the B.M.A. as “the vital necessity 
of establishing a working relationship with govern- 
ment”. I believe that any doctor who doubts the neces- 
sity of such a relationship is ignoring the signs of our 
times and I believe that the new Statement on Medical 
Services Insurance elaborated by the General Council 
at Banff is intended to define the terms under which 
the profession would participate. A. D. KeLiy, M.B. 


ATTENTION NEUROPATHOLOGISTS 
To the Editor: 


At a meeting held recently in Montreal, a group of 
12 neuropathologists from Saskatchewan, Ontario and 
Quebec resolved to form an informal Canadian Associ- 
ation of Neuropathologists. All present agreed that 
such an association would be of value in linking to- 
gether those interested primarily in neuropathology. 
A further meeting in Montreal is planned for next 
year when the question of a more formal organization 
will be considered. Meantime, anyone concerned with 
the pathology of the nervous system who was not 
informed of this meeting is asked to contact the 
undersigned. 

GorDON MATHIESON, 
Neuropathologist 
Montreal Neurological Institute, 
3801 University Street, 
Montreal 2, Que. 


EDITORIALS IN TWO LANGUAGES 


To the Editor: 

There must be many English-speaking Canadian 
doctors, as well as French-speaking Canadian doctors, 
who would appreciate the opportunity of improving 
their second language. 


For some while now, the South African Medical 
Journal has published its editorial simultaneously in 
both languages of the country (English and Afrikaans). 
This has been of great value to doctors in keeping 
in touch with medical terminology of the other 
language. 

I would recommend that all editorials in the Cana- 
dian Medical Association Journal be published in both 
languages. 

F. I. Jacxson, M.D., D.P.H., 
Assistant Medical Officer of Health, 
Township of Etobicoke 


550 Burnhamthorpe Road, 
Etobicoke, Ontario. 
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THE CUBAN LESSON FOR CANADIAN 
MEDICINE 


To the Editor: 


Permit me to delineate a parallel—in the hope that 
if we learn from history we shall not have to relive it. 

Many people of Western democracies hailed Fidel 
Castro’s victory a little over a year ago. The old, 
abuse-ridden, capitalist-fed autocracy was to be re- 
placed by a new social justice. These woolly thinkers 
must surely now realize that a bungling system was 
replaced by an immutably rigid despotism. 

Through constant propaganda we have become 
ashamed of our “sins”. Capitalism, profit, free enter- 
prise and individual freedom have become by-words 
of reproach. Too many of our colleagues are making 
too many apologies for the few weaknesses and draw- 
backs of our system of medical care. Not a few mis- 
guided souls have dedicated themselves to removing 
these abuses and injustices. They are doing so—mostly 
unconsciously—by gradually but inexorably moving 
towards “planned medicine”. They forget that this 
must of necessity entail a rigid regime, which, while 
correcting a few minor abuses and alleviating a 
questionable injustice in respect of an indeterminate 
small group, will surely enthrone and enshrine a whole 
series of rigid, incorrectable abuses. Once the all- 
embracing plan is in effect, the only way to “control” 
its inherent abuses will be found to lie in the direction 
of further limitation of freedom—of profession and 
citizen alike! 

Human nature and economics being what they are, 
no system is perfect. Preterence, however, must be 
given to the one which allows the greatest measure 
of individual self-determination and which embodies 
the most facilities for adaptation and improvement. 
Let us never entrust our destiny to a plan. Individual 
freedom and dignity were never planned: they were 
fought for. Doctors of Canada, wake up and fight for 
what is good and noble before it is too late! 

MatTTHEw J. G. Lyncu, M.D. 
Department of Pathology, 
Sudbury General Hospital of the 
Immaculate Heart of Mary, 
Paris Street, 
Sudbury, Ontario. 


CONTROL PROGRAMS AND 
CANCER MORTALITY 


To the Editor: 


The article by Dr. N. E. McKinnon entitled “The 
Effects of Control Programs on Cancer Mortality” 
(Canad. M. A. J., 82: 1308, 1960) contains a state- 
ment that should not go unchallenged. He states: “ 
the recent demonstrations of cancer cells in blood 
and bone marrow suggest that the basis for all control 
programs is invalid.” While I am not competent to 
comment on his study as a whole, I feel that this state- 
ment is based on a misconception of the results of the 
hematological studies and is dangerously misleading 
to the medical public. It is certainly true that many 
recent studies have revealed that tumour cells appear 
in the blood stream of a high proportion of patients 
and at an apparently early stage of clinical cancer. 
Presumably this is the fact on which Dr. McKinnon 
bases his suggestion that the basis for all control pro- 
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grams is invalid. However, it should be emphasized 
that the only long-term follow-up of this type of study 
(Engell, H. C., Ann. Surg., 149: 457, 1959) has 
revealed that no significant difference exists in the 
survival of patients who had tumour cells in their blood 
stream and those who did not. A similar conclusion has 
been reached recently by Ritchie and Webster (4th 
Canadian Cancer Conference—in press), based on a 
study of human mammary carcinoma. Both of these 
studies indicate that the finding of tumour cells in the 
blood stream is of little prognostic significance and 
by no means is proof of actual spread of the cancer. 
They are arguments neither for nor against the effec- 
tiveness of cancer control programs. They certainly 
emphasize our present inability to predict which 
tumours will spread and which ones will not, and 
they revive the old problem of why all tumour cells 
in the blood stream do not succeed in establishing 
metastases. However, it is absolutely wrong to conclude 
that the demonstration of tumour cells in the blood 
stream of a large proportion of people with cancer 
signifies the uselessness of cancer control programs. 
It has not yet been established what implications these 
findings have, if any. 

A. C. Watuace, M.D., 

Associate Professor, 

Department of Pathology, 
The University of Manitoba, 
Winnipeg, Man. 


To the Editor: 


It is so difficult apparently for anyone to understand 
what the words of anyone else—mine anyway—actually 
mean. It seems to me that Professor Wallace has mis- 
interpreted and then misconstrued the word “suggest”. 
It seems to me that he considers it synonymous with 
“signifies” and “establish”, which, of course, it is not. 
In my opinion the study of cancer cells in the blood 
stream and bone marrow is still far too inadequate to 
yield more than suggestions in the field to which 
reference was made. Nevertheless, the findings so far 
are strikingly in keeping with the evidence from other 
fields of the early blood-borne spread. (Some of that 
evidence has been mentioned in the many—too many— 
previous notes over the past decade.) Moreover, I do 
not think the demonstrations of cancer cells in the 
blood stream were needed to “revive the old problem 
of why all tumour cells in the blood stream do not 
succeed in establishing metastases”. That problem, to 
my mind, has always been very much alive. No, I do 
not think that the statement with which Professor 
Wallace takes issue is “dangerously misleading to the 
medical public”—or to the lay public. I see no neces- 
sity at all for any qualification—much less retraction. 

N. E. McKinnon, M.B. 
Department of Epidemiology and 
Biometrics, School of Hygiene, 
University of Toronto, 
Toronto 5, Ont. 





CHANGE OF ADDRESS 


Subscribers should notify the Canadian Medical Associa- 
tion of their change of address two months befora the date 
on which it becomes effective, in order that they may re- 
ceive the Journal without interruption. The coupon on page 
10 is for your convenience. 
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SumMaryY OF REporTED CasEs OF NOTIFIABLE DISEASES IN CANADA* 
IssUED BY THE Pusiic HEALTH SEcTION, DoMINION BUREAU OF STATISTICS 





Cumulative total 


Week ended (1960): since beginning of year 








Disease May 28 June 4 June 11 June 18 1960 1959 
Brucellosis (Undulant fever).................... (044) 1 4 3 4 39 52 
Diarrhoea of the newborn, epidemic.............. (764) — 7 1 — 28 43 
Cee ead eCb tee 56k eka antuuel (055) — — — 6 19 17 
Dysentery: 

i 6 sh gin wie Lew ees sees enn ee (046) — — — — 1 2 

he ee ere LL is te wien kana aeele (045) 53 22 66 43 1,294 376 

(c) Other and unspecified................ (047, 048) 7 2 6 1 148 49 
Encephalitis, infectious. ...................... (082.0) 1 — 1 — 17 6 
Food poisoning: 

(a) Staphylococcus intoxication . (049.0) — , 8 — 1 300 5 

(b) Salmonella with food as vehicle of infection (042.1) 27 21 12 12 365 182 

is rere ei ey aKa ae 4w ad awl (049.2) 3 — — — 15 39 
Hepatitis, infectious (including serum 

SE ere (092, N998.5) 85 93 94 77 2,853 2,763 
Meningitis, viral or aseptic.............. (080.2, 082.1) l 1 — 2 79 30 
Meningococcal infections....................... (057) 7 3 2 1 88 108 
Pemphigus neonatorum (Impetigo of the newborn) (766) — 1 1 — 7 2 
Pertussis (Whooping cough)...............+..... (056) 96 89 89 84 3,033 2,850 
Poliomyelitis, paralytic. ................ (080.0, 080.1) 2 4 8 8 118 32 
Scarlet fever and Streptococcal sore throat....(050,051) 328 313 349 316 14,881 14,009 
Tuberculosis: 

is Sey soaks ene eswwel (001, 002) 87 105 102 79 2,246 2,280 

(b) Other and unspecified................. (003-019) 32 22 19 27 656 718 
Typhoid and Paratyphoid fever............. (040, 041) 5 5 8 8 161 395 
Venereal diseases: 

EE Te (030-035) 223 351 283 319 6,813 6,419 

TE ee se (020-029) 31 34 51 47 905 987 

Sr ec eee (036-039) — — — — 3 3 


* Figures for the Yukon are received four-weekly and are, therefore, shown in the cumulative totals only. 
+ Including chancroid, granuloma inguinale and lymphogranuloma venereum. 





ABSTRACTS from current literature 
MEDICINE 


Studies on the Metabolism of Isoniazid. I. Development 
and Application of a Fluorometric Procedure for Measur- 
ing Isoniazid in Blood Plasma. 


J. H. Peters: Am. Rev, Respiratory Dis., 81: 485, 1960. 


A fluorometric method for the measurement of isoniazid 
in plasma, sensitive to 0.1 yg./ml. and reproducible to 
the extent of + 5%, is described in this paper. This 
procedure was applied in measuring concentrations 
of this drug in the plasma of rats, monkeys, dogs, and 
man at various times after drug administration. Total 
hydrazides in plasma were determined simultaneously. 
These studies show that isoniazid disappears very 
rapidly from the plasma of the rat and the monkey, 
and indicates that a large fraction of the drug is con- 
verted to acetylisoniazid. In contrast, isoniazid is 
cleared relatively slowly from the plasma of the dog 
and is not converted by this species. Human subjects 
vary widely in their ability to dispose of isoniazid; 
however, for a given individual, the pattern of dis- 
position is essentially the same at doses of 5 and 10 
mg./kg. of isoniazid. The correlation between plasma 
concentrations and urinary excretion of isoniazid and 
total hydrazides in the human subject was excellent. 
It is suggested that, in both animals and man, the 
differences observed in the levels of isoniazid in the 
plasma are more dependent upon variations in acetyl- 
ating capacities than upon dissimilar renal excretion. 


S. J. SHANE 


Influence of Corticosteroid Hormones in the Treatment 
of Tuberculous Meningitis in Negroes. 


B. F. Votyavec anp R. F. Corre: Am. Rev. Respiratory 
Dis., 81: 539, 1960. 


The therapeutic results obtained in 33 coloured pa- 
tients who had moderate and severe tuberculous menin- 
gitis are analyzed. All patients received isoniazid and 
parenteral streptomycin. Thirty-two received PAS and 
four had intrathecal streptomycin with a maximum of 
eight instillations; 16 patients received, in addition, 
corticosteroid hormones. 

The mortality rate among the 17 patients treated by 
antituberculosis drugs alone was 52.9%, and the rate 
was 18.8% among the 16 who received corticosteroid 
hormones. In the former group, four patients had 
cerebrospinal block and all four died. Only one of nine 
patients with cerebrospinal block, who were on the 
steroid regimen, died. 

In order to determine whether the compared cases 
were prognostically similar, a prognostic index was 
designed. According to this index, comparable cases 
were present in both regimens. 

A hypothesis to explain the action by which the 
corticosteroid hormones influenced the resolution of 
tuberculous exudate and helped the restitution of 
normal cerebrospinal fluid dynamics is offered. It is 
concluded that corticosteroid hormones used with 
isoniazid, streptomycin, and PAS are extremely valu- 
able in the treatment of advanced cases of tuberculous 
meningitis, particularly when used early or in the 
presence of cerebrospinal block. S. J. SHANE 
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Coronary Mimicry: Normal Variants, and Physiological, 
Pharmacological and Pathological Influences that Simu- 
late Coronary Patterns in the Electrocardiogram. 


H. J. L. Marriorr: Ann. Int. Med., 52: 411, 1960. 


Serious consequences can result from misinterpretation 
of an electrocardiogram. Patients have been driven 
to invalidism and even to suicide as a consequence of 
erroneous electrocardiographic interpretations. The 
author emphasizes the desirability of providing the 
interpreter with complete clinical details. 

The majority of harmful errors concern the attribu- 
tion of electrocardiographic variations to coronary dis- 
ease. This type of error can be grouped into four 
categories: (1) normal variations which are malinter- 
preted as abnormal; (2) abnormalities caused by 
physiological or pharmacological extracardiac influences 
that can be eliminated; (3) abnormalities caused by 
extracardiac disease; and (4) abnormalities caused by 
heart disease of non-coronary origin. Under these 
headings, the various conditions that can simulate 
coronary disease are listed and discussed. 

S. J. SHANE 


Cycloserine-Isoniazid in the Treatment of Chronic Re- 
sistant Pulmonary Tuberculosis. 


H. K. Lee: Dis. Chest, 37: 378, 1960. 


Forty-six patients with pulmonary tuberculosis, all of 
whom had received long-term antimicrobial therapy 
and were treatment-failures with combinations of 
streptomycin, PAS and isoniazid, were treated with 
cycloserine and isoniazid. Bacteriological conversion 
occurred in 54% after six months of therapy and 27% 
after 12 months of therapy. Moderate to marked radio- 
logical improvement occurred in 13%, relapse or de- 
terioration in 10%, and cavity closure in 3%. Treatment 
was discontinued in three cases (6%), because of 
toxicity; one, because of convulsion; one, for hyper- 
reflexia and tremor; and one, because of emotional 
changes. Other toxic symptoms were mild, temporary, 
and negligible. Optimal duration of treatment with 
cycloserine and isoniazid in resistant pulmonary tuber- 
culosis should be six months. There was no significant 
difference between the two doses of cycloserine, 750 
mg. and 500 mg. daily, in therapeutic efficacy and 
drug toxicity. S. J. SHANE 


Steroid-Induced Adrenal Insufficiency Aggravated by 
Severe Medical Illness. 


R. S. Capper AND R, H. Moser: Am, J. M. Sc., 239: 

261, 1960. 
In four patients exemplifying widely divergent medi- 
cal diseases and revealing certain pertinent features 
in common, response to vigorous, well-conceived and 
properly executed medical therapy was poor, and all 
patients lapsed into a state of relentless decline. It 
was suspected that these patients were suffering from 
adrenal unresponsiveness, and steroid therapy was 
initiated in addition to the conventional therapy for 
the underlying process. The institution of steroid 
therapy was attended by a prompt improvement and 
loss of refractoriness to earlier treatment. Each pa- 
tient had been. on steroid therapy for an unrelated 
illness at some time in the past, and for one reason 
or another was unable to present this information to 
the physician on admission. It is suggested that the 
physician include “steroid-induced adrenal insuffi- 


ciency” in his differential diagnosis of a severe medical 
illness unresponsive to conventional therapy. 
S. J. SHANE 
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Urinary Osmolar Concentration: A Means of Evaluating 
Early Renal Function Changes in Essential Hypertension. 


A. C. DELEon, Jr., L. S. Drerrus AND S. BELLET: Am. 
J. M. Sc., 239: 144, 1960. 


A total of 45 observations was made on 36 hyper- 
tensive patients who had normal renal function by 
usual renal function tests (blood urea nitrogen, Fish- 
berg concentration, phenolsulfonphthalein, intravenous 
urogram, and creatinine clearance). The urinary 
osmolar concentration under conditions of fluid re- 
striction in 32 of the 36 patients was less than 800 
mOsm./1., indicating impairment in renal concentrat- 
tion ability. The earliest detectable impairment in renal 
function in essential hypertension seems to be in its 
capacity to concentrate urine under conditions of 
fluid restriction. 


The authors emphasize that the determination of 
urinary osmolar concentration is a simple and rapid 
test and may serve as a valuable guide in following 
kidney function prognosis and evaluating the efficacy 
of the therapeutic regimen instituted in essential 
hypertension. S. J. SHANE 


SURGERY 


Potassium Ion as a Cardiac Agent in Total Cardioplegic 
Bypass and During Hypothermia with Coronary Perfusion. 


A. KAPLAN AND B., FisHer: J. Thorac. Cardiovasc. Surg., 
39: 468, 1960. 


Potassium is being used clinically as a cardioplegic 
agent in‘spite of limited physiological knowledge of the 
fate of this ion. Previous studies by these workers 
in normothermic and hypothermic animals demon- 
strated that reversibility of cardioplegia was not uni- 
formly related to the amount of potassium injected 
or to its myocardial concentration, and that “washing 
out” potassium did not imply a resumption of normal 
rhythm. 


In the present investigation, information was ob- 
tained concerning the fate of potassium (K*?) used 
as a cardioplegic agent in animals subjected to either 
total cardiac bypass or hypothermia with coronary 
perfusion. These studies, aside from adding confirma- 
tion to previous findings, supply evidence that once 
potassium-induced cardioplegia is accomplished, its 
reversibility is largely beyond control. Mechanical 
means are effective in “washing out” only the potas- 
sium accumulated in the vascular space, and re- 
establishment of normal intracellular and extracellular 
equilibrium of this ion is dependent upon other 
factors. There is an uneven distribution of potassium 
(K*?) within the heart, the greatest amount being 
found in the middle third of the ventricular septum— 
which might explain the frequent and _ persistent 
arrhythmias that occur after the use of this agent. 
These experimental data suggest that the indiscrimin- 
ate use of potassium as a cardioplegic agent is hazard- 
ous. S. J. SHANE 


Cardiac Injury due to Nonpenetrating Chest Trauma. 


J. H. Watson anp W. M. BARTHOLOMAE: Ann, Int. 
Med., 52: 871, 1960. 


Forty-four patients with nonpenetrating chest injuries 
were observed for evidence of cardiac trauma. 
Definite evidence of injury to the heart was found in 
17, and all these had transient electrocardiographic 
changes which appeared within 48 hours and lasted 
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from four to 30 days. Only one had any clinical mani- 
festations of cardiac trauma. An attempt to correlate 
transaminase levels with electrocardiographic changes 
as a diagnostic procedure was unsuccessful. 

It is important to recognize the frequency of this 
entity. S. J. SHANE 


THERAPEUTICS 


Use of Syrosingopine (SU-3118) and Hydralazine in 
Ambulatory Hypertensive Patients. 


R. A. Dunsmore, L. D. DuNsMORE AND M. E.tas: Am. 
J. M. Sc., 239: 148, 1960. 


The antihypertensive effects of syrosingopine were 
evaluated alone and in combination with hydralazine 
in ambulatory hypertensive patients. Placebo substitu- 
tion for the syrosingopine confirmed the latter’s anti- 
hypertensive activity when used alone as well as in 
combination. Effective dosage was found to range 
from 1 to 8 mg. daily. Overall effectiveness of this 
medication is similar to that of reserpine, in that 
hypertension of milder degree responded best. More 
severe grades of hypertension required the addition 
of hydralazine. Dosages up to 8 mg. daily resulted in 
fewer pharmacological side effects than were en- 
countered with 0.5 mg. of reserpine. An increase in 
these side effects without comparable increase in 
therapeutic effect was noted in dosages above 8 mg. 
daily. The combination of syrosingopine with hydrala- 
zine appeared to produce an antihypertensive response 
similar to the combination of reserpine and hydralazine, 
but the former appears to possess less tendency to 
produce sedation and mental depression. Since the 
treatment of essential hypertension requires a highly 
individualized approach, syrosingopine alone or in 
combination with hydralazine is considered to be of 
value particularly in those patients experiencing un- 
desirable symptoms due to side effects of reserpine. 

S. J. SHANE 


Goitre and Myxcedema due to Iodide Administration. 


B. Burrows, A. H. Nwen anp W. R. Barcray: Ann. Int. 
Med., 52: 858, 1960. . 


Four cases of thyroid disturbance due to potassium 
iodide administration are presented in which all had 
evidence of myxcedema, and three developed clinically 
discernible goitre. Failure to recognize the nature of 
the syndrome may lead to inappropriate and even 
dangerous therapeutic measures. It is believed that 
iodide-induced thyroid disease is more common than 
is generally appreciated, and that an increased aware- 
ness of the syndrome will lead to recognition of addi- 
tional cases. S. J. SHANE 


DERMATOLOGY 


An Evaluation of Some Newer Antihistaminic Drugs 
Against Pollinosis. 


H. W. Wanner anv G. A. Peters: Proc. Staff Meet. 
Mayo Clin., 35: 161, 1960. 


Thirty-nine patients with ragweed pollinosis were 
treated with isothipendyl HCl (Theruhistin), meth- 
dilazine HCl (Tacaryl), chlorprophenpyridamine and 
its dextro isomer (Chlor-Tripolon and Polaramine) and 
R-1575® (G. D. Searle & Co.). Two series were 
carried out, one at early season and_ the other at peak 
season, to relieve the hay fever symptoms that had 
not been cleared by desensitization. 
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The double-blind technique was used and it was 
found that patients with mild hay fever had difficulty 
in evaluating their response to drugs. The number of 
excellent results decreases when patients with mild 
hay fever are excluded. 


Clinical evaluation of antihistaminic drugs is very 
difficult in so variable a disease as hay fever. Reliable 
data could be obtained only from those who had 
moderate to severe symptoms. 


Daily variations in the pollen count and severity 
of symptoms could not be correlated. Counts were 
often low on days known to be very difficult for hay 
fever patients. Counts were also unreliable .in rainy 
weather, because pollen particles were washed off the 
slides used in the counts. 


On the basis of direct questioning of each patient 
as to the effectiveness and side effects of the drug 
used, isothipendyl was found to have the highest 
incidence of side effects, such as drowsiness, head- 
ache and bad taste. The long-acting forms of all tested 
drugs were about equally effective. 

Reactions and side effects were infrequent. They 
depended on individual tolerance and often appeared 
several days after treatment had been started. 

I. H. SHLESER 





OBITUARIES 


DR. T. A. JAMIESON DUFF, aged 74, died in 
Toronto on July 2. Born in Cookstown, Dr. Duff gradu- 
ated from the University of Toronto in 1909 and took 
postgraduate studies in Europe. He served during 
World War I with the Royal Canadian Army Medical 
Corps and later joined the staff of the Toronto Western 
Hospital. He was chief surgeon there from 1936 to 
1946. 


Surviving are a sister and a brother. 


DR. DAVID SCOTT JOHNSTONE, aged 82, died 
June 23 in Vancouver. Born in Orillia, Ont., he 
graduated in 1903 from the University of Toronto and 
practised for half a century in Regina. He served over- 
seas with the Medical Corps in both world wars. He 
was actively interested in soccer, hockey and football 
and helped to organize the Regina Roughriders. On 
his retirement he went to Vancouver to live with his 
son, Dr. David Johnstone, who survives him along with 
a second son, Dr. Richard J. Johnstone of Calgary. 


DR. ERNEST HAROLD WHELPLEY, 69, died on 
June 23 in Deer Lodge Hospital, Winnipeg. After 
graduating from Manitoba Medical College in 1915, 
he served as captain with the R.C.A.M.C. from 1915 
to 1919, and was awarded the Military Cross. On his 
return, he interned at the Children’s Hospital, Winni- 
peg, and then practised in Arden and Angusville. He 
served as a major with the R.C.A.M.C. in Canada 
during the Second World War, and then was appointed 
district medical officer with the Department of 
Veterans Affairs. He retired in 1955. 

Dr. Whelpley is survived by his widow, a daughter 
and four grandchildren. 
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Dr. Donald H. Williams 


PROVINCIAL NEWS 
BRITISH COLUMBIA 


The University of British Columbia’s recently an- 
nounced department of continuing medical education 
will benefit from a grant of $60,000 from the W. K. 
Kellogg Foundation of Battle Creek, Michigan, it has 
been announced by Dean John F. McCreary, head of 
the faculty of medicine. Dr. Donald H. Williams, 
noted dermatologist, heads the new department, which 
went into operation on July.1 in the Wesbrook build- 
ing. His work will be carried on in close co-operation 
with Dean McCreary and Dr. James M. Mather, 
assistant dean and head of the department of preven- 
tive medicine. 

The program will carry to physicians throughout 
the province the research previously concentrated in 
highly populated areas. Over-all planning will insure 
broad-based medical educational opportunities for B.C. 
physicians and postgraduate instruction for specialists. 


“The Kellogg Foundation has assisted in the de- 
velopment of postgraduate medical education pro- 
grams at two other Canadian universities,” Dean Mc- 
Creary explained, “but only at the University of 
British Columbia has a separate department of con- 
tinuing medical education with a full professor in 
charge been established.” 


A most important conference on ageing has been 
held in Vancouver, at the University of British Colum- 
bia. Dr. Ralph Goldman of the University of California 
was guest speaker, and dealt with the question of 
retirement age. He felt that the compulsory age for 
retirement should be lowered from 65 to 60, in which 
advice he runs counter to the opinions of many—but 
he had many reasons to advance. 


Dr. James Mather, in a paper published in the B.C. 
Medical Journal, brought up a most significant con- 
clusion, reached from many surveys—namely, that 
older people often accept a great deal of handicapping 
by illness as a matter of course and as part of a 
situation for which nothing can be done. They will 
not consult a doctor, and this not only for economic 
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Dr. John F. McCreary 




















reasons, but mainly because they will not be 
bothered. He suggests an active program of medical 
care for chronic disease, under the control of the Uni- 
versity, so that research, teaching of students, and 
training of personnel may be secured. 


A broad revision of out-patient facilities in the 
Greater Vancouver area is urged by the Community 
Chest Social Planning Committee. This is a long 
report, following 18 months of study at the request 
of the Vancouver General Hospital Board of Directors. 
It urges expansion of out-patient services generally, 
especially psychiatry, dentistry, social services, and 
the foot clinic (chiropody). This last has been a most 
active and valuable clinic, but various circumstances 
have practically forced it to close. A hearing centre 
for adults, the provision of drugs for low-income 
families, etc., are suggested. 

The report said changes recommended would result 
in the low-income groups being assured of sufficient 
medical care of a high standard. 


The Annual Summer School of the Vancouver Medi- 
cal Association was held in Stanley Park from June 
6 to 10, inclusive, and was a very successful affair. 
The weather was warm and sunny, and everything 
went smoothly. 

The guest speakers were excellent. Dr. Philip 
Thorek, on surgery, was a charming speaker, witty 
and a pleasure to hear. He has almost as many aphor- 
isms as our old friend Dr. Alvarez, but he was practical 
to a degree. Dr. Alton Goldbloom, too, was delightful. 
His wide knowledge of pediatrics and his shrewd 
common sense were outstanding. Dr. William Feindel, 
of McGill, gave us some admirable lectures on neuro- 
surgery and neurology generally. His directness and 
simplicity made these subjects attractive to all of us. 
Dr. Charles Reed of the University of Oregon went 
deeply inio the matters of allergy and biochemistry. 
These are usually tough subjects, but his handling of 
them was excellent. 

A good deal of the meeting was concerned with 
hypnosis as a therapeutic measure. A team of speakers 
from Portland—Drs. D. Dobson, H. Cladgett Harding 
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and W. Lindsay—dealt with this, in its relation to 
obstetrics, surgery, internal medicine and anesthesia. 
They commanded keen interest and attention. 


British Columbia was well represented at the 
Annual Meeting of the Canadian Medical Association 
at Banff. The first two days were taken up by the 
meeting of the General Council, at which several B.C. 
men were present, but the following days saw a large 
influx from all parts of the province. 


One is compelled to pay tribute to the admirable 
running of this meeting. The Alberta Division did a 
marvellous job, and there was excellent entertainment 
for everybody. The Art Salon was a very big feature, 
and one was amazed at the number of Michelangelos, 
Reynoldses and Karshes among our ranks. Speaking 
as an artistic nitwit, it was still a delight to see so 
many outstanding paintings and such excellent photo- 
graphic work. J. H. MacDermor 


ONTARIO 


Muskoka Hospital, Gravenhurst, Canada’s oldest 
hospital for tuberculosis patients, closed on July 4. 
The National Sanitarium Association has operated 
the hospital since it was founded in 1896. The Ontario 
Department of Health has expressed interest in 
acquiring the hospital for treatment of the mentally 
ill. 

The National Sanitarium Association will continue 
to operate its 500-bed Toronto Hospital for Tuber- 
culosis at Weston and the adjacent Queen Mary Hos- 
pital for children. In addition, the Association operates 
46 clinics in Toronto, York and Simcoe Counties and 
in Muskoka and Parry Sound Districts. 


Muskoka Hospital was founded by Sir William 
Gage and a group of Toronto men. It was among the 
first.of its kind in the world and patients came from 
Canada and the United States. 


The principal of Queen’s University has announced 
the appointment of Dr. S. L. Fransman as professor 
of diagnostic radiology and head of the department 
of radiology. Dr. A. M. Bryans, associate professor 
of pediatrics; Dr. R. C. Burr, associate professor of 
radiology, and Dr. Denis White, associate professor 
of neurology, have been made professors. Associate 
professorships were given Dr. J. A. Milliken, medicine; 
Dr. Margaret Sawyer, physiology, and Dr. D. L. 
Wilson, medicine. 


Professor J. E. F. Hastings, Department of Public 
Health, University of Toronto, has been appointed 
consultant to the organizing committee for Toronto’s 
projected Labor Health Centre. The centre, sponsored 
by the Toronto District Labor Council, would provide 
prepaid medical service for unionists of the Toronto 
area. Toronto-area unions have contributed $12,000 
toward a preliminary year-long study of all the 
ramifications involved in establishing a health clinic 
offering preventive medicine and comprehensive medi- 
cal service. 


Dr. Hastings recently received a grant from the 
World Health Organization to conduct a study of 
preventive medicine and health clinic techniques in 
Europe and Asia. 
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The Canadian Heart Fund, Ontario Division, re- 
ceived $418,000 in private contributions and $100,000 
from the Ontario Government to exceed its goal of 
$500,000. 

Awards for research have been announced to 21 
men and one woman working at the University of 
Toronto, the University of Ottawa, the University of 
Western Ontario, and Queen’s University. Among 
those receiving grants are Dr. C. R. Burton, Dr. W. 
G. Bigelow, and Dr. J. R. Evans, Toronto General 
Hospital; G. F. Tracey, University of Toronto Electrical 
Engineering Department; Dr. F. C. Monkhouse and 
Dr. A. M. Rapport, Best Institute; Dr. E. F. Brooks, 
St. Michael’s Hospital; Dr. J. D. Keith and Dr. W. T. 
Mustard, Hospital for Sick Children; Dr. A. J. Kerwin, 
Dr. A. Rapport, Dr. D. R. Wilson and Dr. Dorothy 
Ley, Toronto Western Hospital. At Queen’s University 
grants were made to Dr. J. D. Hatcher, Dr. J. M. R. 
Beveridge, Dr. W. F. Connell, Dr. H. G. Kelly and 
Dr. D. L. Wilson. Grants at the University of Western 
Ontario were received by Dr. G. G. Copestake, Dr. G. 
A. Sears and Dr. J. C. G. Coles. 


Dr. Franklin Berkman is the grantee at the Uni- 
versity of Ottawa. 


Dr. Robertson Ogilvie, department of pathology, 
University of Edinburgh, addressed the Physiological 
Society of the University of Toronto on June 6. His 
subject was “Pancreatic islets in man”. 


Five people from Toronto have been awarded 
scholarships to Yale University’s Summer School of 
Alcohol Studies. The recipients are Jeanette E. Watson, 
assistant professor of nursing, University of Toronto; 
Mrs. Hazel Hogue, staff nurse at the Toronto hospital 
of the Alcoholism Research Foundation; William 
Miller, group social worker, and Dr. Mary Eddis, 
both of the Alcoholism Research Foundation hospital, 
and Alan Marcus, a research psychologist from the 
Foundation’s education department. 


Thirty-eight grants for cancer research, totalling 
$221,940, have been announced by the Ontario Cancer 
Treatment and Research Foundation. The grants will 
help sponsor 13 new research projects by 27 doctors 
and professors and will enable 21 other researchers to 
continue current cancer studies. LaLuiAn A. CHASE 


NOVA SCOTIA 


Dr. S. J. Shane of Halifax, Nova Scotia, has been 
designated one of the Canadian Tuberculosis Associa- 
tion Travelling Scholars for the year 1960. Dr. Shane 
is Associate Professor of Medicine at Dalhousie Uni- 
versity, Halifax, and Director of the Cardiac Unit 
of the Victoria General Hospital as well as Medical 
Director of the Tuberculosis Unit of the Halifax Health 
Centre. This is an exchange scholarship with the Chest 
and Heart Association of Great Britain and involves 
visiting a large number of medical centres in the 
United Kingdom, to observe the newer techniques in 
the diagnosis and management of cardiac and _ pul- 
monary diseases, as well as to compare notes with 
British workers as to the recent advances that have 
been made in these fields in Canada. Dr. Shane will 
probably also visit France and the Scandinavian 
countries. 
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BOOK REVIEWS 


THE PHYSIOLOGY AND TREATMENT OF PEPTIC 
ULCER. Edited by J. G. Allen and others. 236 pp. Illust. 
The University of Chicago Press, Chicago, Ill.; The Uni- 
versity of Toronto Press, Toronto, 1959. $7. 50. 


‘ 


This small volume is dedicated to Dr. Lester R. Drag- 
stedt, and the contributors are all former associates or 
students of this remarkable surgeon. The physiology 
of gastric secretion is well reviewed and the experi- 
ments by Dragstedt and his group are clearly outlined. 
Although the small size of this volume precluded a 
thorough discussion of all other aspects of the study 
of peptic ulcer, such as blood groups and incidence 
in various countries, most of the immediate factors in 
the mechanism of ulcer production are given some con- 
sideration. As this experimental work led to the de- 
velopment of the ulcer therapy based on reduction of 
acid production primarily by vagotomy, it is of particu- 
lar value to those interested in the physiological basis 
for the present-day surgical treatment of peptic ulcer 
as practised by Dragstedt and his followers. 


Of particular interest is the thesis of Dragstedt 
which is well documented by clear-cut experiments, 
and which is his explanation of the production of 
gastric ulcer. Antral stasis with subsequent hyper- 
secretion of gastric (gastrin) origin is presented as the 
cause of gastric ulcer, and in the chapter by Palmer, 
Kirsner and Clayman four cases are described which 


yielded to x-ray therapy even though initial acidity 
was low. 


Treatment of peptic ulcer, as described both by 
internists and surgeons in the various chapters, is 
presented in a concise and clear fashion. Compre- 
hensive treatment and definite instructions are stressed, 
and each patient is regarded as an individual problem. 


Medical and surgical agreement on the value of 
aspiration therapy of perforated acute gastric ulcer 
is noteworthy. 

With its extensive bibliography and well-written 
text, this book will enable the internist to discuss more 
authoritatively the surgical procedures employed by 
his surgical colleagues. 

Although admittedly partisan, this book seemed to 
present the case for vagotomy with gastro-enterostomy 
(small stoma!) with fairness. The diverging views re- 
garding medical versus surgical therapy of gastric ulcer 
are presented in different chapters and the final pages 
contain the reprint of Dr. Dragstedt’s credo, his essay. 
“What Would I Do if I had an Ulcer?” 


RESEARCH CONFERENCE ON THERAPEUTIC COM- 
MUNITY, held at the Manhattan State eid, Ward's 
Island, New York. Compiled and edited by H. C. B. 
Denber. 265 pp. Illust. Charles C Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1960. $1 12.00. 


This is one of those many conference reports which 
are published these days. Like all the books from this 
publisher, it is a well-produced volume which gives the 
discerning reader satisfaction just to hold in the hand. 


In his introduction, the sagacious Dr. Paul Hoch 
states, “the following proceedings describe the different 
aspects of the so-called therapeutic community in a 
mental hospital setting”. In the next 260 pages the 
“so-called” therapeutic community is discussed at great 
length with a good deal of ponderous rhetoric and 
regrettably little clarity. 
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Maxwell Jones developed his therapeutic community 
“for a group of psychopaths and unemployables’—he 
has always emphasized that his experience was a 
limited one for a particular clientele. It is therefore 
interesting to see his ideas being applied to very 
different settings. Unfortunately, or perhaps inevitably, 
this first conference rarely: grapples with the problems 
involved. Everyone seems to agree that a therapeutic 
community is a good thing but there is far too little 
discussion as to what this mysterious but admirable 
thing is. Some seem to think it is synonymous with an 
open hospital; others see it as the harbinger of sociatry 
(the application of psychiatry knowledge to society 
at large); and others still believe that it calls for 
wholly new research methods, though not indicating 
with any clarity why this should necessarily be so. 

It is a muddled and muddling collection of state- 
ments on a therapeutic community, and one wonders 
how helpful this sort of book is. It is true, of course, 
that those who, like your reviewer, are particularly 
interested in these matters, will learn much and have 
plenty to think about after reading it. But one feels 
that we are still many research conferences away from 
a clear understanding of this puzzling but interesting 
phenomenon. 

What has to be explored, as Amitai Etzioni empha- 
sizes, is whether we are really dealing with a com- 
munity at all and whether if we are dealing with a 
community, it is a particularly useful model for a 
mental hospital. It may indeed prove to be so, but for 
this reader at least, the verdict must still be “not 
proven”. 


A GENETIC FIELD THEORY OF EGO FORMATION. 
Its Implications for Pathology. René A. Spitz, University 
of Colorado, Denver. 123 pp. Illust. International Univer- 
sities Press, Inc., New York, 1959. $3.00. 


Progress in any field requires hard practical work 
with careful attention to details; but there must also 
be occasional hypothesizing—standing well back from 
the problem, and seeing it in proper perspective. 
When a psychiatrist does this he is often accused of 
“armchair” theorizing, and too often the appelation is 
justified. But occasionally one finds a psychiatrist who 
indulges in profitable “office-chair” theorizing. 

Dr. René Spitz is a leading American psychoanalyst. 
In this little book he tackles the ancient problem of 
nature versus nurture. Drawing heavily on his rich 
experience with children, he attempts to describe in 
general terms the roots from which personality springs 
and the forces which affect its growth and maturation. 
He finds interesting parallels between. embryological 
and psychological development. 

His main theme is an identification and delineation 
of “psychic organizers”. This theme is developed in 
logical sequence and gives rise to some interesting 
nosological and therapeutic concepts. 

Unfortunately the style of writing is awkward and 
some sentences require re-reading before their meaning 
becomes clear. On the other hand, he does define the 
terms which he uses, so that semantic difficulties are 
less prominent than in most psychiatric books. 


On the whole, it makes for slow but interesting read- 
ing and the psychiatrist who is familiar with psycho- 
analytic terminology will find his knowledge broadened 
and his thinking stimulated by this rather different 
approach. 
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GLAUCOMA: Transactions of the Fourth Josiah Macy, Jr., 
Foundation Conference, March 8, 9 and 10, 1959. Edited 
by Frank W. Newell, Department of Surgery (Ophthal- 
mology), The University of Chicago. 257 pp. Illust. 
Josiah Macy, Jr., Foundation, New York, 1960. $8.00. 


The discussion headings in the Transactions of this 
Fourth Josiah Macy, Jr., Foundation Conference on 
Glaucoma are: (1) The fine structure of the normal 
trabecular apparatus in man (discussion led by L. 
K. Garron); (2) Ultra-structure of the normal trabecu- 
lar apparatus in man (A. S. Holmberg); (3) The role 
of the trabecular structure in the problem of simple 
glaucoma, particularly with regard to the significance 
of mucopolysaccharides (Norman Ashton); (4) Ultra- 
structure of the ciliary epithelium and its relationship 
to aqueous secretion (G. D. Pappas); (5) The fine 
structure of the ciliary epithelium and its relationship 
to aqueous secretion (A. S. Holmberg); and (6) 
Pathological findings on six eyes with primary glaucoma 
(led by A. L. Kornzweig). 

It can be seen from these titles that this Fourth 
Conference concerns itself almost entirely with new 
pathological considerations of the ciliary body and 
of the structures in the angle of the anterior chamber. 
The Foundation has done a great service by bringing 
these related basic contributions together in one 
volume. As is usual in these Conferences, vigorous and 
informal discussions by the 27 highly qualified partici- 
pants add greatly to the value of the presentations. 
Unlike the previous three Conferences on Glaucoma, 
there is little in this volume of immediate practical 
value for the clinician; nevertheless, any who have a 
special interest in glaucoma will want to be familiar 
with the many important basic contributions presented 
here. 


MODERN TREATMENT YEARBOOK 1960. Edited by Sir 
Cecil Wakeley. 310 pp. Illust. 26th ed. Bailliére, Tindall 
& Cox, Ltd., London, England; The Macmillan Company 
of Canada Limited, Toronto, 1960. $5.60. 


The fact that the Modern Treatment Yearbook, 1960, 
represents the 26th edition of publication is in itself 
recommendation enough for its usefulness. It sets out 
to bring the general practitioner up-to-date on diagnosis 
and treatment in those areas where there has been a 
considerable advance during the year 1959. 

The book covers surgery as well as medicine, with 
only a passing glance at obstetrics represented by 
Chapter 20 on “The unexpected in obstetrics”. This 
chapter, however, does alert the general practitioner 
to the emergencies that may arise during parturition. 

Each of the 22 chapters deals with one special topic. 
It is interesting to note that three of the chapters, No. 
1 on “Cancer of the lung,” No. 28 on “The role of the 
general practitioner in cancer” and No. 31 on “Chronic 
cough and investigation and treatment,” the authors 
make a very strong point of the role of the cigarette 
in the causation of cancer of the Jung. In fact, in 
Chapter 28, the author, Dr. C. Fraser Brockington, 
who is professor of preventive medicine at the Uni- 
versity of Manchester, suggests that the most effective 
way in which a general practitioner can help reduce 
the toll due to cancer is by discouraging young people 
from becoming addicts to the cigarette habit. 

Considering the fact that the “general practitioner” 
in the old country does not seem to have access to the 
surgical departments of the hospitals,. it is remarkable 
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that in this book there is quite a bit on surgery. The 
fractures of the nose, for instance, are fully dealt with, 
with many pages of illustrations. There are other 
chapters on plastic surgery of the young child which, 
although fully illustrated, seem to be somewhat beyond 
the sphere of the general practitioner. 

It is rather surprising to discover, in “Aquatic emer- 
gencies”, that all the old methods of artificial respira- 
tion are fully described while the mouth-to-mouth 
method is given only passing mention. 


The chapter on “Treatment of anxiety states” is 
perhaps one of the most valuable in the book from the 
standpoint of the general practitioner. It helps to sort 
out the different tranquillizers and mood-changers in 
a very down-to-earth fashion. Also the chapter on 
“Treatment of the menopause” is a most valuable one 
for the practitioner who sees so many of the cases each 
year. 

As is to be expected in British publications, the 
presentation and the physical make-up of the book are 
excellent. It is perhaps to use a trite phrase to say 
that “the perusal of this book is equal to a good post- 
graduate course”, but the statement is certainly true 
in this case. The book sets out to emphasize diagnosis 
and treatment and in doing this it succeeds very well. 
The reader is not encumbered by a lot of background 
discussion which does not have too much bearing on 
his everyday office practice. This is certainly the book 
to consult for recent advances in medicine and surgery. 


PROPHYLAXIE ET TRAITEMENT DES ESCARRES DE 
DECUBITUS (Prophylaxis and Treatment of Bedsores). 
de R. Villain. 119 pp. Illust. Expansion Scientifique 
Francaise, Paris, France, 1960. $2.60 approx. 


Cette petite monographie sur les plaies de lit en 
général est trés bien faite et résume actuellement le 
traitement et surtout la prophylaxie que l’on doit faire 
chez tout malade susceptible de faire de telles escarres 
notamment les hémiplégiés, les paralysés et les sujets 
en dénutrition. Cette monographie d’environ 100 pages 
est bien divisée et se lit trés bien dans un style agré- 
able et sans prétention. Il y a d’excellentes photo- 
graphies toutefois elles auraient été encore plus 
vivantes si en couleur. Cette monographie écrite par 
un médecin s’adresse en premier lieu aux infirmiéres et 
aux infirmiers qui ont soin de tels malades et qui en 
définitive sont responsables de la prévention de ces 
escarres; mais tout médecin hospitalier ou de pratique 
générale a l’occasion t6t ou tard d’avoir a prévenir et 
méme a traiter une plaie de lit. En ce sens la mono- 
graphie de Monsieur Vilain peut donc aussi servir au 
médecin cas elle est un beau résumé de la question. 


Dans une premiére partie auteur définit l’escarre 
en la décrivant macroscopiquement et microscopique- 
ment; il en donne aussi la physio-pathologie. Dans un 
deuxiéme chapitre, qui 4 son sens est le plus important, 
il décrit les méthodes prophylaxiques afin d’éviter de 
tels désastres. Dans une troisiéme partie, il décrit le 
traitement utilisé dans son hdépital; traitement qui 
évidemment au début est local et général et qui dans 
certains cas doit étre chirurgical. 


Somme toute la monographie de Monsieur Vilain 
tout en n’étant pas une grande découverte est un 
ouvrage qui serait trés utile 4 avoir dans une biblio- 
théque d’école diinfirmiéres et que tout médecin 
intéressé 4 la question aurait profit a lire. 
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PHYSIOLOGY OF PREMATURITY. Transactions of the 
Fourth Conference, March 25, 26 and 27, 1959. Edited 
by J. T. Lanman. 187 pp. Illust. Josiah Macy Jr. Founda- 
tion, New York, 1960. $4.50. 


The latest issue in this series is divided into three 
sections. The factors concerned in heat regulation are 
presented principally by S. Z. Levine and E. F. Adolph; 
hypothermia and asphyxia of the newborn are presented 
by James A. Miller, Jr.; and chemical structure, func- 
tional integration and renal regulation as factors in the 
physiology of the newborn are discussed by Elsie M. 
Widdowson. 

The format follows the familiar pattern of previous 
Macy Foundation symposia, a leading presentation 
being discussed and amplified by specially invited ex- 
perts. 

The discussion on heat regulation provides an excel- 
lent survey of the general physiological factors in- 
volved, while emphasizing the specific handicaps of 
the premature infant in regard to limitation of heat 
output because of muscle mass deficiency, lack of 
insulation, large surface area and poor sweating ability, 
and relatively primitive neuro-endocrine, neuromuscular 
and neurovascular control. 

The story of the development of the ability to main- 
tain a constant body temperature in animals and 
humans is a fascinating one. The biological adaptations 
involved seem to be more related to the timing 
of the event of birth than to conceptional age, 
since a 3-week-old (3l-week conceptional age) infant 
born at 28 weeks (1000 g.) will maintain body temper- 
ature, while a newly born 2000-g. (34-week concep- 
tional age) infant is unable to do this. 

‘Hypothermia as a method of treating neonatal 
asphyxia is a topical subject. Miller presents convincing 
evidence that hypothermia will allow apparently un- 
damaged survival of asphyxiated newborn animals 
compared with uncooled asphyxiated litter mates. There 
is suggestive evidence also that the effects of hypo- 
thermia and narcosis are additive in protecting asphyxi- 
ated newborns. If confirmed, this observation may prove 
to have clinical importance. 

A distinction should be drawn between acute cooling 
to overcome an initial asphyxia, described by Miller, 
which improves survival, and the careful observations 
described by Silverman where infants nursed over a 
period in incubators kept at “normothermic” temper- 
atures (89° F. approx.) were compared with those 
kept at “hypothermic” temperatures (84° F.). The 
results were in favour of the “normothermic” rather 
than the “hypothermic” infants. Clearly much work 
remains to be done in this field of hypothermia, which 
offers hope of reducing mortality from acute neonatal 
asphyxial insults. 

In the final presentation Dr. Widdowson and the 
other participants provide data on the chemical structure 
of the infant, and show how growth and renal function 
operate as regulators of chemical structure and chemical 
maturation. 

In contrast to physiological thermoregulation, the 
event of birth does not seem to have an acute effect 
on chemical maturation. Changes in intracellular and 
extracellular water, electrolyte and solid concentrations 
undergo a steady sequence of changes from fetal to 


independent life and are unaffected by the event of 
birth. £ 


This book will repay study by all who have to deal 
with neonates. In the opinion of this reviewer, the 
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organization and publication of this and similar symposia 
on selected topics perform an important function in 
disseminating knowledge. Those responsible for the 
concept and its execution, as well as the workers them- 
selves, render a valuable service. 

The quality of the reproduction is good and the 
illustrations are clearly designed to bring out the points 
under discussion. 


THE CLOWN FAMILY SPEECH BOOK. Edited by Morris 
P. and Miriam S. Pollock. 104 pp. Illust. Charles C 
Thomas, Springfield, Ill.; The Ryerson Press, Toronto, 
1960. $6.50. 


“The Clown Family Speech Book” stresses normal 
language development through play activities. The book 
combines entertainment with active participation 
through executing the games described in the story. 

The book is divided into three parts. The first part 
introduces a family of clowns and their pets. The story 
is imaginative and full of interest for very young 
children. The child is invited to listen to noises and 
sounds. Animal noises, musical games and phonetic 
sounds are introduced in chapters 1, 3 and 4. The 
second chapter describing the garden—where balloons 
were planted and where popcorn and ice-cream trees 
grow—is intended to stimulate the imagination of the 
child. Breathing, muscular activities and volume control 
are discussed in the most relaxed way. Oral expres- 
sions, number concepts, memory span, rhythmic pattern 
of speech and even good manners are emphasized in 
chapter 5. ; 

The second .part of the book gives suggestions to the 
teacher, who must be aware that the success of the 
technique employed in this speech book depends in a 
great measure upon het ability to bring about a desire 
for communication. 

In the last part, called “The Speech Work Book”, 
the child is asked to review the incidents of each story. 
Techniques of association, identification and visual re- 
call are used to get a definite answer. 

“The Clown Family Speech Book” gives excellent 
ideas to motivate young children in learning to talk. 
Although its content is not very new, it serves the pur- 
pose of an interesting speech improvement program 
especially planned for American school children. 


GESELLSCHAFT, KULTUR UND PSYCHISCHE STOR- 
UNG. Edited by Dr. Jakob Wyrsch. 120 pp. Georg 
Thieme Verlag, Stuttgart, W. Germany; Intercontinental 
Medical Book Corporation, New York, 1960. $3.05. 


The aim of this small book is to outline the various 
mutual impacts, of culture, social structures, and 
psychic disturbances, not only for physicians but also 
for others who are interested in, and contribute in any 
way to, a community and to the existence of social 
order, thus helping to create the main prerequisites for 
culture to come into being. This presentation, in essay 
form, deals with a definition of psychic disturbance, 
the mentally ill as a member of society, speech and 
language, picture and verse, genius and mental illness, 
criminality and mental illness, leadership in govern- 
ment and psychic disturbance, and religion and psycho- 
pathology. Interesting and instructive as these essays 
are, it does not seem right not even to mention or 
quote the vast literature on applied psychoanalysis 
covering all of this author’s topics for over half a 
century; among 105 references listed there is none 
referring to psychoanalysis. 
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THE PLACENTA AND FETAL MEMBRANES. Edited by 
Claude A. Villee. 404 pp. Illust. The Williams & Wilkins 
Company, Baltimore, Maryland, U.S.A., 1959. $10.00. 


This book was compiled under the auspices of the 
Association for the Aid of Crippled Children, who felt 
that research on the fetal membranes and placenta 
held a key position in the discovery of methods of 
preventing fetal wastage. 

The book is divided into four parts. 

Part 1: Eight reviews by outstanding authors cover 
the placenta and fetal membranes from hormonal, 
physiological, biochemical and pathological aspects. 

Part 2 is a review of a conference held at Princeton, 
N.J., in November 1958, at which “a full discussion 
of current placenta research, of the material presented 
in the monographs, and of basic research needs for 
the future in this field” was held. 

Part 3: Over 100 pages are devoted to one of the 
most complete surveys of the literature that it has 
been the reviewer's pleasure to read. In terse, brief 
language, the highlights of each article are sum- 
marized—sometimes in one sentence. 

Part 4: A list of investigators, both American and 
foreign, again with a few words about each. 

The illustrations and photomicrographs are profuse 
and clear. 

All in all, a very complete and advanced review of 
a subject which should be of interest to research 
workers, as well as clinicians in the field of repro- 
duction. 


HUMAN BIOCHEMICAL GENETICS. H. Harris. 310 pp. 
Illust. Cambridge University Press, London, England; The 
Macmillan Company of Canada Limited, Toronto, 1959. 
$6.35. 


The science of human biochemical genetics dates from 
Garrod’s studies, early in this century, of a few rare, 
sharply defined, genetically transmitted abnormalities 
to which he gave the name “inborn errors of metabol- 
ism”. Since the publication in 1953 of Dr. Harris’s 
previous book, “Introduction to Human Biochemical 
Genetics”, more new information has accumulated than 
during the previous 50 years. The most significant and 
best established of the new advances are brought 
together in this authoritative and attractive book 
which combines a high standard of excellence in 
description and interpretation with a direct and lucid 
style which can be readily followed even by readers 
who are not themselves specialists in the field. 

A great many clinical conditions, of which only a 
few examples can be given here, are now recognized 
as specific gene-determined biochemical anomalies. 
Phenylketonuria, goitrous cretinism, and alcapton- 
uria are examples of disorders of aminoacid metabolism. 
Galactosemia and fructosuria are disorders of carbo- 
hydrate metabolism. Disorders of plasma protein 
synthesis may lead to agammaglobulinzmia, Wilson’s 
disease, or hemophilia. The characteristic feature of 
the biochemical disorder may be abnormal structure, 
function, storage, or excretion. Another large and 
growing group of biochemical differences, such as 
those in human blood groups or haptoglobin types, 
confer no readily apparent advantage or disadvantage 
upon their owners, and so raise new, intriguing ques- 
tions as to the effects of mutation and selection in 
maintaining them in the population. Whether the bio- 
chemical difference under consideration is a “normal” 
or an “abnormal” difference, it ultimately depends 
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upon a difference in the biochemical structure of the 
gene responsible for its presence. Frequently the path- 
way between abnormal gene and abnormal effect is 
long and involved, with surprising twists, as in the 
association of acatalasemia with oral ulceration and 
gangrene, so far reported only from Japan. 

Certain areas of genetics, especially human popula- 
tion genetics and the problem of gene action, are 
essential to the understanding of human biochemical 
genetics. Dr. Harris's treatment of these topics is 
exceptionally clear and concise, so that the unavoid- 
able technicalities should be less traumatic to phy- 
sicians than is usual in genetical reference works. 

This book should be most valuable to physicians, 
especially internists and pediatricians, as well as to 
biochemists and to geneticists. Since a rational thera- 
peutic approach demands thorough understanding of 
the biochemical mechanisms at fault, those responsible 
for the care of patients with biochemical diseases will 
look for continuing rapid development of this highly 
important area of research. 


THE PHOTOGRAPHY OF PATIENTS. Including Dis- 
cussions of Basic Photographic and Optical Principles and 
Infrared Techniques. H. L. Gibson. 200 pp. Illust. 2nd 
ed. Charles C Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1960. $11.50 approx. 

Un excellent petit livre, qui traite d’un sujet bien 

spécial et rarement abordé: la photographie des 

malades dans l’hépital. 

Les premiers chapitres sont consacrés 4 une révision 
et a une mise au point de diverses questions d’ordre 
général: organisation et buts du département de photo- 
graphie médicale dans la clinique, arrangement, 
ameublement et équipement du studio, révision des 
principes de l’optique et de la théorie des objectifs. On 
trouvera la une foule de conseils et de “trucs” judicieux. 

A signaler aussi un chapitre entier, qui sera sans 
doute apprécié par beaucoup, traitant de techniques 
simplifiées, permettant 4 toute personne méme non 
experte, d’obtenir des clichés satisfaisants avec des 
appareils simples et peu cotteux. Ceci peut étre trés 
utile au médecin de campagne isolé, et dans tous les 
cas d’urgence. 

Pour revenir au professionnel, le photographe mé- 
dical doit étre un technicien trés averti. Cependant ceci 
ne le dispense nullement d’avoir et d’employer 4 bon 
escient des connaissances artistiques et scientifiques: 
il y a en effet pour chaque cas, une “pose” 4a faire 
prendre au malade et un arrangement d’éclairage qui 
influeront sur la qualité des résultats. De plus si le 
photographe veut bien se donner la peine de com- 
prendre ce que les cliniciens attendent de son travail, 
les choses n’en iront que mieux. Tous ces points sont 
discutés ici trés en détail, et auteur insiste également 
sur les qualités d’autorité, de compétence et de patience 
que doit posséder le photographe, 

Trois chapitres sont consacrés a la sensitométrie des 
émulsions et aux techniques de laboratoire (développe- 
ment, théorie du noircissement, copie, agrandissement, 
choix des papiers etc.). L’auteur envisage principale- 
ment les problémes de la photographie en noir et 
blanc; il est bien regrettable qu'il n’ait pas voulu 
sétendre plus longuement qu'il ne le fait sur la photo- 
graphie en couleurs: ceci aurait évidemment augmenté 
considérablement le volume du livre. 

Cet ouvrage se termine sur une étude de la photo- 
graphie en infra-rouge. Il s'agit 14 d’une méthode 

(Continued on page 242) 
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relativement nouvelle, encore peu employée 4 notre 
connaissance en clinique, mais qui est certainement 
susceptible de développements intéressants: quelques 
photographies de ce genre montrant des réseaux 
veineux sous-cutanés, reproduites ici, sont extrémement 
démonstratives. 


Le livre est extrémement bien édité. Les reproduc- 
tions de photographies sont impeccables. “The Photo- 
graphy of Patients” sera utile 4 "homme de métier 
comme carnet de références grace aux nombreuses 
tables de eonstantes données dans le texte; il sera un 
guide précieux pour le non professionnel et pour le 
débutant. Enfin, il permettra aux cliniciens de se 
rendre compte de ce qui peut étre fait et ainsi 
dutiliser au mieux la collaboration du photographe. 





FORTHCOMING MEETINGS 


CANADA 


PaciFIC DERMATOLOGICAL ASSOCIATION, Victoria, B.C., 
September 1-4, Dr. Edward J. Ringrose, Secretary-Treasurer, 
2636 Telegraph Ave., Berkeley 4, Cal., U.S.A. 


Wortp FEDERATION OF SOCIETIES OF ANSTHESIOLOGISTS, 
2np Wortp Concress, Toronto, Ont., September 4-10. 
Dr. R. A. Gordon, Chairman of Organizing Committee, 
178 St. George St., Toronto 5, Ont. 


OntTaRIO PuBLic HEALTH ASSOCIATION, Toronto, Ont., 
October 3-5. Dr. G. K. Martin, Secretary-Treasurer, Room 
405, 67 College St., Toronto, Ont. 


CANADIAN SOCIETY FOR THE Stupy OF FERTILITY, Toronto, 
Ont., October 21 and 22. Dr. George H. Arronet, Secretary, 
Infertility Centre, Royal Victoria Hospital, Montreal, Que. 


CANADIAN HEART ASSOCIATION. AND NATIONAL HEART 
FOUNDATION OF CANADA, Toronto, Ont., November 30- 
December 3. Dr. John B. Armstrong, National Heart 
Foundation, 501 Yonge St., Toronto 5, Ont. 


CANADIAN FEDERATION OF BIOLOGICAL Socreties (Canadian 
Physiological Society, Pharmacological Society of Canada, 
Canadian Association of Anatomists, Canadian Biochemical 
Society), Fourth Annual Meeting, Ontario Agricultural 
College, Guelph, Ont., May 31, June 1 and 2, 1961. Dr. 
E. H. Bensley, Honorary Secretary, Canadian Federation of 
Biological Societies, Montreal General Hospital, 1650 Cedar 
Ave., Montreal 25, Que. 


THE Society OF OBSTETRICIANS AND GYNECOLOGISTS OF 
CaNADA—LA SOcIETE DES OBSTETRICIENS ET GYNECOLOGUES 
pu Canapa, Annual Meeting, The Chantecler, Ste-Adéle- 
en-Haut, Quebec, June 16-18, 1961. Dr. F. P. McInnis, 
Secretary, 688 Oriole Parkway, Toronto 12, Ont. 


UNITED STATES 


INTERNATIONAL CONGRESS OF PHysICAL MEDICINE, Wash- 
ington, D.C., August 21-26. Dr. W. J. Zeiter, 2020 East 
93rd St., Cleveland, Ohio. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILI- 
TATION, Washington, D.C., August 21-26. Mrs. Dorothea 
C. Augustin, Executive Secretary, 30 N. Michigan Ave., 
Chicago 2, IIl. 
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NATIONAL CANCER CONFERENCE, AMERICAN CANCER So- 
clETY, INc., AND THE NATIONAL CANCER INSTITUTE, Min- 
neapolis, Minn., September 13-15. Dr. Roald M. Grant, 
Coordinator, 521. West 57th St., New York 19, N.Y. 


INTER-SociETY CytoLocy CounciL, Chicago, IIl., September 
23-25. Dr. Paul A. Younge, Secretary-Treasurer, 1101 
Beacon St., Brookline 46, Mass. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, INc., New York, 
N.Y., October 2-7. Mr. John W. Andes, Executive Secretary, 
188 West Randolph St., Chicago 1, IIl. 


AMERICAN PusBiic HEALTH AssocIATION, San Francisco, 
Cal., October 31-November 4. Dr. Berwyn F. Mattison, 
Executive Director, 1790 Broadway, New York 19, N.Y. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYN- 
coLocy, Chicago, IIl., October 9-14. Dr. William L. Bene- 
dict, Executive Secretary, 15 Second St. S.W., Rochester, 
Minn. 


AMERICAN COLLEGE OF SuRGEONS, Clinical Congress, San 
Francisco, Cal., October 10-14. Dr. William E, Adams, 
40 East Erie St., Chicago 11, Il. 


ACADEMY OF PsycHosoMATIC MeEpIcINE, Philadelphia, Pa., 
October 13-15. Dr. Bertram B. Moss, 55 East Washington 
St., Chicago 2, Il. 


AMERICAN HEART AssociATION, INc., St. Louis, Mo., Oc- 
tober 21-25. Mr. Rome A. Betts, Executive Director, 44 
East 23rd St., New York 10, N.Y. 


AMERICAN COLLEGE OF GASTROENTEROLOGY, Philadelphia, 
Pa., October 23-26. Mr. Daniel Weiss, Executive Director, 
33 West 60th St., New York 23, N.Y. 


AMERICAN SOCIETY OF TROPICAL MEDICINE AND HYGIENE, 
Los Angeles, Calif., November 2-5. Dr. Rolla B. Hill, Execu- 
tive Secretary, 3572 St. Gaudens Rd., Miami 33, Fla. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, 
Chicago, Ill., December 3-8. Dr. Robert R. Kierland, 
Secretary-Treasurer, First National Bank Bldg., Rochester, 
Minn. 


OTHER COUNTRIES 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE (6th), 
Basle, Switzerland, August 24-27. The Secretariat, Sixth 
International Congress of Internal Medicine, Steinentor- 
strasse 13, Basle, Switzerland. 


INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, 
sponsored by the Council on International Affairs, American 
College of Chest Physicians, Vienna, Austria, August 28- 
September 1. Mr. Murray Kornfeld, Executive Director, 
112 East Chestnut St., Chicago 11, II. 


INTERNATIONAL CONGRESS OF Ha:MaATOLocy (8th), Tokyo, 
Japan, September 4-10, Organizing Committee, Science 
Council of Japan, Ueno Park, Taito-ku, Tokyo, Japan. 


INTERNATIONAL CONGRESS OF PzzpIATRIcs (10th), Lisbon, 
Portugal, September 9-15. Prof. Mario Cordeiro, Secretary- 
General, Clinica Pedietrica Universitaria-Hospital Santa 
Maria, Av. 28 de Maio, Lisbon, Portugal. 


Wor.tp Mepicat AssociATIon, 14th General Assembly and 
63rd Deutsche Arztetag, West Berlin, Germany, September 
15-22. Dr. Josef Stockhausen, Haedenkampstrasse 1, 
Cologne-Lindenthal, Germany. 


INTERNATIONAL SYMPOSIUM OF CYBERNETIC MEDICINE 
(1st), Naples, Italy, October 2-4, Prof. Renato Vinciguerra, 
Secretary, Via Roma 348, Naples, Italy. 


MepicaL SociETy OF THE UNITED STATES AND MExIco, 
Fifth Annual Meeting, Guadalajara, Jal., Mexico, November 
8-10, followed by Mazatlan, Sin., Mexico, November 11 
and 12. Dr. M. A. Carreras, 130 South Scott,. Tucson, 
Arizona. 
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WANTED.—Assistant to complete busy four-man general 
practice group in southern Ontario. Position available at once, 
but will hold to October for suitable person. Preference for 
recent Canadian, male, married graduates. Excellent training 
and experience in all aspects of general practice, including 
obstetrics, peediatrics, surgery, and angsthesia. New 100-bed 
hospital. Salary $650 per month and full car allowance. Vacation 
with pay. Interview to be arranged. Reply giving full particu- 
jars including recent photo and phone number, to Box 911, 
CMA Journal, 150 St. George St., Toronto 5, Ont. 


ASSOCIATE WANTED for well-established general practice 
in east suburban Toronto. Salary and car expenses. Apply to 
Box 892, CMA Journal, 150 St. George St., Toronto 5, Ont. 


DOCTOR WANTED for town situated within large area, 
subsidy and house provided. If interested write Mrs. L. Olson, 
Sec.-Treas., Winfield Board of Trade, Winfield, Alberta. 











WANTED.—Young doctor to assist two young general 
practitioners in small progressive central Ontario city. Good 
open hospital facilities. Opportunity for partnership in near 
future. Reply with particulars and references to Box 913, 
CMA Journal, 150 St. George St., Toronto 5, Ont. 


WANTED.—SIX FULL-TIME HOUSE PHYSICIANS. Short 
term general hospital. 345-beds. 50 bassinets, rotating service, 
not approved for residency. Educational programme available. 
Large percent of medical staff faculty members of medical 
school. Applicants must be graduates of approved medical 
schools of United States, Canada or England. Must have at 
least one year approved internship. Salary range $8000-$10,000 
depending on qualifications and further training or experience. 
Apply to John Goldsborough, M.D., Director of Medical Educa- 
tion, Kentucky Baptist Hospital, Louisville 4 , Kentucky. 


PSYCHIATRISTS AND PHYSICIANS.—Kentucky Depart- 
ment of Mental Health has a progressive treatment programme 
for the mentally ill. To continue our programme and meet plan- 
ned expansion, we need the services of psychiatrists and staff 
physicians at four state hospitals and in an expanding com- 
munity services programme. Requirements—chief of medical 
staff and psychiatrists approved psychiatric training, plus three 
years’ experience (D.Psy. preferred). Salary from $10,344. Staff 
physicians medical degree and two years’ experience including 
one year mental hospital training or experience. Salary from 
$8940. Excellent retirement and leave benefits. Starting salary 
depends on experience and training. Send resume of training 
and experience to McPheeters, M.D., Commissioner, 


Department of Mental Health, 620 South Third Street, Louisville 
2, Kentucky, U.S.A. 








ASSISTANT REQUIRED FOR GENERAL PRACTICE by 
July 15 or August 1 in prosperous southern Ontario town of 
2500. Excellent working conditions, well-equipped office, and 
two hospitals within easy driving distance. Five miles from 
Lake Erie. In reply give references, religion and approximate 
salary expected. May consider a locum tenens for the month 
of August. Reply to Box 887, CMA Journal, = St. George St., 
Toronto 5, Ont.. 





MEDICAL DOCTOR WANTED (to fill 


f ) dual capacity of 
resident camp manager and medical 


officer for a research 





company employing 100 men in a northern Alberta location 
with fully modern facilities and communications. Please 
contact: W. D. Clark, Cities Service Athabasca, Inc., Baker 
Building, Edmonton, Alberta. 

ASSOCIATE WANTED for well-balanced group in mid- 


western Canadian city of 30,000 with excellent hospital facili- 
ties. General practitioner or specialist willing to do considerable 
general practice. Starting salary for G.P. $700 a month plus 
car allowance. Eventual partnership. Apply to Box 890, CMA 
Journal, 150 St. George St., Toronto 5, Ont. 


$800 MONTHLY plus car and phone expenses, month’s 
vacation with pay yearly, for generalist with interest in 
anesthesia. Ideal northwestern Ontario town. Rapid advance- 
ment for the right man. Reply to Box 920, CMA Journal, 150 
St. George St., Toronto 5, Ont. 


LOCUMS NEEDED for October. All expenses paid plus 
$750 salary. Reply to Box 921, CMA Journal, 150 St. George 
St.. Toronto 5, Ont. 


ASSISTANT WANTED AT ONCE for general practice in 
Alberta town. Salary $700 per month and partnership in one 
year if mutually satifactory. British or Canadian graduates 
preferred. Reply to Box 922, CMA Journal, 150 St. George St., 
Toronto 5, Ont. 














LOCUM TENENS wanted for any period between now and 
December, 1960 for general practice in Alberta town of three 
thousand, with hospital. Salary—eight hundred dollars per 
month. Free accommodation possible for one or two people. 


wr to Box 923, CMA Journal, 150 St. George St., Toronto 5, 
nt. 


DEPUTY DIRECTOR, DIVISION OF TUBERCULOSIS, DE- 
PARTMENT OF PUBLIC HEALTH, NEW SOUTH WALES, 
AUSTRALIA.-—Applications are invited from medical graduates 
for the above-mentioned position. Salary A £3376 (male), A 
£3265 (female). Clinical experience in tuberculosis including 
the reading of miniature films is essential. Administrative 
experience and experience in the conduct of community x-ray 
surveys is desirable. Duties include responsibility to the director 
for the efficient functioning of mass chest x-ray surveys, and 
assistance in general administration. Appointment on a non- 
residential basis. Permanent appointment, subject to medical 
fitness, with right of contribution to superannuation fund 
providing liberal pension benefits. Three weeks’ annual 
recreation leave, liberal sick leave and extended leave. Apply 
Public Service Board, 19 O’Connell Street, Sydney, Australia 
by August 29, 1960. 





ss] 


Practices 


NOTE: To avoid the publication of misleading informa- 
tion, all advertisers under the classification ‘‘Practices’’ 
in the Canadian Medical Association Journal should fur- 
nish the following information: 

—— of community and surrounding territory 
serv 


Number of doctors now practising in the community. 


Location of nearest doctor if the community has no 
resident physician. 

Location of nearest hospital. 

Description and suggested price of premises for office 
and residence. 

Whether or not an introduction of at least two months’ 
duration may be afforded a prospective purchaser. 





FOR SALE.—Large well-equipped general practice in sub- 
urban Toronto. Adequate for two doctors. Owner specializing. 
Available immediately. Reply to Box 915, CMA Journal, 150 
St. George St., Toronto 5, Ont. 





PRACTICE FOR RENT in interior B.C. town. Monthly in- 
come around $1000. Good office and house available. Reply to 
Box 893, CMA Journal, 150 St. George St., Toronto 5, Ont. 


RETIRING ACTIVE GENERAL PRACTICE. — Downtown 
Winnipeg, Manitoba. Busy location completely equipped, very 
good connections, good parking. Large waiting room shared 
with dentist. Low rental and good lease. Small downpayment 
and the balance arranged to suit. Reply to Box 924, CMA 
Journal, 150 St. George St., Toronto 5, Ont. 


EXPANDING GENERAL PRACTICE in Lake Nipissing area. 
Basically office practice in town of 900. Area population over 
5000. One other doctor. Two open hospitals within twenty 
minutes’ drive, plus three nursing homes in town. Fully 
equipped office, records, etc. $2500. Present occupant speciali- 


zing. Reply to Box 925, CMA Journal, 150 St. George St., 
Toronto 5, Ont. 


SOUTHERN ONTARIO VILLAGE.—10 miles to hospital. 
Growing general practice, grossed $43,000 in 1959. For sale for 











value of real estate and equipment—$40,000. Will introduce 
3 to 6 months. Specializing. $10,000 down, balance to suit 
purchaser. Reply to Box 926, CMA Journal, 150 St. George 


St., Toronto 5, Ont. 

DOCTOR’S HOUSE AND PRACTICE FOR SALE on main 
Toronto-Kingston highway. One other doctor in town. Modern 
hospital 15 miles. Well-built brick house and office combined 
with very pleasant property in attractive small town of 1400 
with excellent surrounding rural area. Reasonable price. Reply 











to Box 927, CMA Journal, 150 St. George St., Toronto 5, Ont. 
Residencies and Internships 
PATHOLOGY RESIDENCY.—705-bed hospital will have 


vacancy for first year resident July 1, 1960. Comprehensive 
4-year programme supervised by 3 certified pathologists, modern 
laboratory facilities. Write E. M. Knights, M.D., Director 
Pathology Department. Hurley Hospital, Flint 2, Michigan. 


SENIOR INTERN in anesthesia for one year beginning 
January 1, 1961, salary $2700. Address application to Superin- 
tendent, Sunnybrook Hospital. Toronto 12, Ont. 


ASSISTANT RESIDENTS IN RADIOLOGY beginning July 
1, 1960. Address application to Superintendent, Sunnybrook 
Hospital, Toronto 12, Ont. 


INTERNS REQUIRED for 400-bed presently expanding to 
600-bed modern, well-equipped, active general hospital located 
in Oshawa, Ontario, Canada, an industrial city of 50.000, thirty 
miles east of Toronto. Approved for rotating internship by the 
Canadian Medical Association. Remuneration for British gradu- 
ates $250 ver month. For further particulars, please write 
Superintendent, Oshawa General Hospital. 














MEDICAL OFFICER 


of 


HEALTH 


To co-ordinate the Public Health Services for the City of 
London, Ontario. 


Must possess a diploma in Public Health and at least three 
years’ training and experience in Public Health administration. 
Full civic benefits. Salary dependent on experience and quali- 
fications. 





















Address all correspondence to: 

Mr. W. J. Anthony, 
Personnel Director, 
City of London. 
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MEDICAL NEWS in Brief 


(Continued from page 225) 


COLD AND ITS INFLUENCE 
ON THE WORKER 


Recent industrial and military 
developments in the Arctic regions 
have drawn the attention of per- 
sons concerned with occupational 
medicine to the subject of cold and 
its influence on the worker. Scien- 
tists of different countries have, 
through laboratory and field in- 
vestigations, acquired much know]- 
edge, largely by animal experimen- 
tation. The application of their 
findings to man has not been easy. 
There are obvious discrepancies, 
while many of the comments are 
applicable to studies of any “differ- 
ent” environment. 

Man working in the cold is sub- 
ject to a situation partly under his 
own control; this does not apply 
in animals. Sociological problems 
are significant and add to the com- 
plexity of the scientific study. 

From the standpoint of the 
biological scientist certain dis- 
coveries are of significance. A type 
of acclimatization to cold has been 
shown to exist; it greatly increases 
the resistance of the animal to cold. 
Many changes of a similar nature 
have been observed in humans. 
There is evidence also that the 
development of local resistance to 
cold injury shown by animals is 
true of humans. This increased re- 
sistance, however, is one of degree 
and does not obviate the need for 
properly designed tools for use in 
extreme cold, and for protective 
clothing at low temperatures. A 
large variation of temperature in 
different parts of the body has also 
been observed during exposure. 

In the opinion of Sellers (J. Occup. 
Med., 2: 115, 1960) acclimatization 
can and does occur in man, but in 
extreme cold its relative importance 
to other factors is small. Many 
conditions are involved, which can 
be but imperfectly duplicated in 
the laboratory. These include vari- 
ables in temperature, air move- 
ment, humidity, workload, and 
sociological status. It is suggested 
that although a greater understand- 
ing of fundamental physiological 
changes in cold may be anticipated, 
a knowledge of how to live in the 
cold and an ability to adapt sociolo- 
gically are of greater importance. 
In this endeavour the design engi- 
neer, the sociologist, the textile 


physicist, and the industrial phy- — 


sician will play a part. 


ECCLES MEMORIAL 
MEDICAL LECTURESHIP 


The faculty of medicine of the 
University of Western Ontario an- 
nounces that the twentieth Dr. 
F. R. Eccles Memorial Medical 
Alumni Lecture will be given at 
the University on September 28, 
1960. The day will open at 10 a.m. 
with a Medical Clinic in the 
medical school auditorium under 
the chairmanship of Professor F. 
S. Brien. The afternoon session 


(double-strength CVP) 


‘water-soluble citrus bioflavonoid compound 
(200 mg.) with ascorbic acid (200 mg.), per capsule 
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under the chairmanship of Dr. D. 
R. Smith will start at 2 p.m. with a 
lecture on “Bacterial endocarditis” 
by Dr. J. B. Walker, followed by 
another on “Syndromes associated 
with internal carotid disease” by 
Dr. W. P. McInnis and a third one 
on “The urinary sediment” by Dr. 
A. G. Ramsay. After a pause during 
which tea will be served, the guest 
lecturer, Professor R. F. Farquhar- 
son of Toronto, will deliver an 
address on “Diseases of the pitu- 
itary gland”. 
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TREATMENT OF BONE 
AND JOINT TUBERCULOSIS 
IN CHILDREN 


The present status of treatment 
of bone and joint tuberculosis in 
children, with emphasis on anti- 
biotic and bactericidal agents, and 
in account of the changing patho- 
logical picture are presented by 
nak (J. Bone & Joint Surg., 
411A: 1255, 1959). The ability of 
»ertain drugs to control and destroy 
‘he tubercle bacillus has brought 





about this advance. In the past, 
other than surgery, time was the 
most important factor in treating 
these lesions, but often at the price 
of progressive deformity and ad- 
vancing destruction of skeletal and 
arthrodial structures. The advent 
of new drugs has allowed partial 
control of the disease by this means 
and so time has been extended as 
well as permitting a greater meas- 
ure of safety in surgical therapy. 
The author, whose work in this 


duo-CVP. . .“significantly improved the rate 
of fetal salvage” in threatened aborters’® 


Two differently treated annual series of 


pregnancy cases are compared: 


(1955) — 64 threatened aborters received various medications such 
as stilbestrol, progesterone, vitamins C and K, etc., and some no 


medication. 


results: live, healthy babies in 53.1% of cases 


(1957) — 127 threatened aborters were given four to six duo-C.V.P, 
capsules daily from the onset of uterine bleeding. 


results: live, healthy babies in 72.4% of cases 


Plus factors... duo-C.V.P. is safe, in comparison to the side reactions 
often produced by hormones—and far more economical. 


“It appears that the prenatal death rate may be considerably decreased 
by restoration of capillary integrity and that the bioflavonoids offer a 


useful therapeutic agent.’’2 


duo-C.V.P. is available in bottles of 50, 100, 500 and 1000 capsules. 
also available: duo-C.V.P. with vitamin K capsules 


C.V.P. capsules 


C.V.P. with vitamin K syrup 


arlington-funk laboratories, division 
u. s. vitamin corporation of canada, Itd. 
1452 Drummond Street, Montreal, Quebec 

1, Ainslie, W. H.: Obstet. & Gynec. 13:185, Feb. 1959. 


2. Pearse, H. A., and Trisler, J. D.: Clinical Med. 4:1081, 1957, | 
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field is well known and docu- 
mented, prefers iproniazid over 
isoniazid and reports a very low 
incidence of toxic reactions. He has 
or occasion had patients take this 
medication for up to five years. 
Six months of additional treatment 
after complete subsidence of all 
clinical and _ roentgenographical 
evidence of activity of the lesion 
will usually suffice in a child. 

The differences in pathological 
findings in children as opposed to 
adults are due to the histological 
structure of the younger bone. This 
is extremely vascular and has a 
soft cortex, highly reticulated mar- 
row, compact metaphyseal area, an 
epiphyseal growth plate, and epi- 
physes which are highly susceptible 
to vascular isolation. Affected flat 
bones in children show _ total 
necrosis of the osseous structure, 
leaving rounded punched - out 
areas, while in adults sequestra will 
form. Central expansile lesions 
tend to form early in other bones 
including vertebral bodies. Here 
collapse will develop later if pre- 
ventive measures are not taken. 
Frequently, anteroposterior expan- 
sion without collapse is noted. 
Collapse when it does occur is 
sudden, complete, and without the 
fragmentation of bone frequently 
noted in the adult. 

In both adults and children the 
discs become necrotic and are 
sloughed from the surfaces of the 
contiguous diseased  vertebral- 
body segments. Disc remnants may 
remain after even severe tuber- 
culous infection. These may be 
ground up, so that the roentgeno- 
gram may demonstrate no space, 
the fragments being extruded from 
the intervertebral area. There 
would appear to be greater delay 
in their fragmentation and dis- 
appearance in children, so that 
ankylosis is slower. Destruction and 
collapse hence continues for a 
longer time. 


A greater tendency to spontane- 
ous ankylosis is noted in children 
with tuberculous spondylitis. This 
is considered to be due to greater 
relative continuous stress on the 
posterior ligamentous structures. 
Degenerative changes must take 
place before the process of ossifica- 
tion. Because this phenomenon is 
well localized, surgical intervention 
is still necessary to fuse the region 
above and below the area of maxi- 
mum stress. 
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